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Foreword | 


During the past 10 years, the increasing number of persons requiring 
long-term care, the high costs of institutional care and of hospital 
construction, and a growing awareness of the adverse effects of pro- 
longed institutionalization have stimulated a keen interest in the 
provision of care to patients at home. As a result, the Public Health 
Service and the Commission on Chronic Illness have received many 
requests for information concerning the establishment of home care 
programs. 

A review of the literature revealed some information on a number 
of programs with a variety of administrative patterns. The lack of 
detailed, comparable data, however, made it impossible for the two 
organizations to be as helpful as they would wish. Therefore, a 
joint study of selected home care programs in various sections of the 
United States was undertaken. 

We are pleased to present the results of this study for the con- 
sideration of all those concerned with the care of long-term patients. 
The Public Health Service and the Commission on Chronic Illness 
are indebted to many individuals and organizations whose unfailing 
cooperation made this study possible. We wish especially to express 
our thanks for the contributions of the study board, the consultants 
to the board, the directors of the programs included in the study, and 
the study staff. 


Lronarp A. SCHEELE, 
Surgeon General 
May 1955 
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Definitions of Terms 


Home care programs. Those organized pro- 
grams having centralized responsibility for the 
administration and coordination of services to 
patients and for providing at least the minimum 
of medical, nursing, and social services, essential 
drugs, and supplies. 


Administrative agency. ‘The institution or or- 
ganization which is responsible for financing, di- 
recting, and integrating services to patients. 


Administrative plan. The pattern by which 
the administrative agency arranges to provide 
services to patients. The plan will generally in- 
clude the utilization of a combination of personnel 
and facilities from the home care program, the 
administrative agency, and community agencies. 
Study year period. The most recent fiscal or 
calendar year period for which statistical and cost 
data were available at the time of study. 


Number of patients. An unduplicated count 
of the patients actually receiving home care serv- 
ices during the study year period in each program. 
Patients were not counted who were on the active 
file of a program but did not receive any service. 
Each patient served was counted only once, no 
matter how many times he may have been dis- 
charged and readmitted to the program during 
the year. 

Number of services. Count of the services to 
patients which were provided after the patients 
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had been admitted to the program. Visits to pa- 
tients for evaluation purposes prior to their admis-— 
sion were not included. 


Direct services to patients. Those services 
which were provided directly to or in behalf of pa- 
tients, as opposed to administration and overhead, 
which were considered as indirect services. 


Cost of services. Costs of direct and indirect 
services actually shown on the home care budgets. 
Not included were the costs of services provided 
for which no charges were made to the home care 
budgets. 

Primary diagnosis. The major condition for 
which a patient was receiving care, according to 
program records. No attempt has been made to 


‘compile data on the multiple diagnoses of patients. 


Chronic illness vs. acute illnesses. The divi- 
sion of diagnostic categories between “chronic” 
and “acute” was arbitrary and was based upon 
general usage. 


Length of patient stay. Number of days the pa- 
tient stayed on the program: (1) during the study 
year or (2) the total time spent on the program 
from date of first admission up to the time of last 
discharge or up to the date the program was 
studied. Interim periods spent in the hospital or 
in other facilities have not been included. Patient- 
days stay does not imply that the patient received 
daily care during the period of stay. 
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The Total Study 





Part I 


Introduction 


Home Care Defined 


For the purposes of the study, home care 
programs were defined as those organized pro- 
grams having centralized responsibility for the 
administration and coordination of services to 
patients and providing at least the minimum of 
medical and nursing care, social services, and 
essential drugs and supplies. It was expected 
that some programs would also include addi- 
tional services, for example, physical and 
occupational therapy and housekeeping services. 


Purposes of the Study 


The purposes of the study were: 

1. To obtain basic factual data describing 
the objectives, organization, development, and 
operation of selected home care programs. 

2. To describe the use of home care pro- 
grams for professional education. 

3. To identify basic factors to be considered 
in the establishment and operation of home 
care programs. 

4. To make this information available to 
program operators, consultants, and persons 
interested in planning new programs. 


Method of the Study 


The study was conducted as a joint project 
of the Public Health Service and the Commis- 
sion on Chronic Illness. The commission is a 
national voluntary organization founded by the 
American Hospital Association, American Med- 
ical Association, American Public Health Asso- 
ciation, and the American Public Welfare 
Association. 
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The study staff included the following Public 
Health Service personnel: a physician, a public 
health nurse, a medical social worker, and a 
statistician. A study board, appointed by the 
Public Health Service and the Commission on 
Chronic Illness, assisted the staff in selecting 
the programs to be studied and in defining the 
scope, content, and techniques for conducting 
the study. The board also reviewed the report 
prior to publication. In addition, a consultant 
group representing physicians, nurses, medical 
social workers, educators, and program opera- 
tors was invited to review the study plan and 
make recommendations on the content to be 
included. 

Schedules! were designed to secure factual 
information regarding (1) the objectives, organ- 
ization, administration, and operation of the 
programs, (2) the use of home care in profes- 
sional education, and (3) statistical data on 
costs and services provided to patients. 

The programs selected for study were chosen 
from a list of operating programs compiled by 
the staff and the study board. The basic list 
was compiled by the Commission on Chronic 
Illness as the result of three surveys, conducted 
in 1950, which asked information on home care 
programs. Inquiries were sent to general 
hospitals of 50 beds or more, to State health 
departments, and to visiting nurse associations 
throughout the country. The programs in- 
cluded in the study were selected to represent 
various auspices, different administrative pat- 
terns, and broad geographic distribution. At- 
tempts were made neither to study all programs 
currently in operation nor to evaluate the 


1 See Appendix. 


quality of care provided to patients. The 
Commission on Chronic Illness assumed the 
responsibility for securing the participation of 
the program directors in the study. 

The study staff spent from 5 to 7 days visiting 
in each program. Information was obtained 
by individual and group conferences with the 
program director and members of his staff, 
and with agencies in the community partici- 
pating in the home care program; attendance 
at advisory committee meetings, staff and case 
conferences; visiting patients’ homes with 
members of the home care team; and from 
available statistical data compiled by the 
home care program. In the smaller pro- 
erams for which statistical data were not 
readily available, abstracts were made from 
all or from a 50-percent sample of patient 
records. For the larger programs, abstracts 
were made from smaller samples to obtain an 
indication of certain basic program  char- 
acteristics. Unless otherwise specified, all 
data for the program reports were obtained 
for a selected study year. Whenever possible, 


a final group conference was held with the 
program director and his staff to review the 
data collected. 


Scope of the Study 


The study was limited to 11 organized home 
care programs, administered by the following 
agencies or institutions: 

Alameda County Department of Institutions, 

Alameda County, Calif. 

Benjamin Rose Institute, Cleveland, Ohio 

Boston Dispensary, Boston, Mass. 

Chicago Department of Welfare, Chicago, III. 

King County Hospital, Seattle, Wash. 

Massachusetts Memorial Hospitals, Boston, 

Mass. 

Montefiore Hospital, New York, N. Y. 

Philadelphia Visiting Nurse Society, Phila- 

delphia, Pa. 

Queens General Hospital, Department of 

Hospitals, New York, N. Y. 
Department of Public Health, Richmond, Va. 
College of Medicine, University of Vermont, 
Burlington, Vt. 


Development of Home Care Programs 


The term “home care,’ which has become 
popular during the past decade, is confusing to 
many people because it is difficult to distin- 
guish between a home care program per se and 
already existing patterns of care in the home. 

Care in the home is usually limited to physi- 
cian’s services plus nursing care when available. 
Rarely does it include the full range of services 
and the special supplies and equipment so often 
necessary to meet the total needs of patients. 

A “home care” program, on the other hand, 
is one in which selected homebound patients 
are provided with a full range of services, which 
are arranged for and coordinated through one 
administrative agency or institution. Home 
care is part of a total medical care plan intended 
to meet the needs of a patient during a specific 
phase, or phases, of his illness. Patients with 
long-term illness especially benefit from a pro- 
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gram of home care because it allows them to 
live in a setting more normal than that of an 
institution. However, home care should not 
be thought of as a substitute for hospital care 
for patients whose needs can best be met in a 
hospital. 

The philosophy of home care is not new. 
It has roots in this country that go back at 
least as far as 1796. In that year, the Boston 
Dispensary was established to provide medical 
care to the sick poor. Its program was founded 
on the following three principles: 

“1, The sick, without being pained by a sepa- 
ration from their families, may be attended and 
relieved in their own houses. 

“2. The sick, can, in this way be assisted at 
a less expense to the public than in any hospital. 

“3. Those who have seen better days may be 
comforted without being humiliated, and all 
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the poor receive the benefits of a charity, the 
more refined as it is the more secret/’ (/). 

The Boston Dispensary is still operating on 
the same principles although its services are 
keyed to a vastly different world of health, 
science, and medicine than that which existed 
in the latter part of the 18th century. 

Early in its history, the program of the Boston 
Dispensary was used to provide an apprentice 
type of experience for young physicians. With 
the changes in medical education, this kind of 
experience has been replaced by a closely 
supervised practice experience for residents and 
fourth-year medical students of the Tufts 
College Medical School. 

In 1875, the Boston University School of 
Medicine and the Massachusetts Homeopathic 
Hospital instituted a home care program that 
has continued to be a part of the educational 
experience for senior medical students. In 1930, 
a similar program was established in the College 
of Medicine of the University of Vermont. 

Medical institutions have not been the only 
agencies, however, which have been concerned 
with providing medical care to patients at home. 
In some areas, public and private health and 
welfare agencies have assumed this responsi- 
bility. In 1933, for example, the Chicago De- 
partment of Welfare recognized the health 
needs of its clients and instituted a total med- 
ical care program that included provisions for 
care at home as well as in the hospital and in 
the outpatient department. In Cleveland, 
the Benjamin Rose Institute, a philanthropic 
agency concerned with the needs of older 
people, recognized the need for planned medical 
services for its clients at home and in 1940 
established care at home as part of a total 
medical care plan. of tli 

All of these programs originated because of 
the concerned interest and vision of persons 
and agencies. Since 1940 there has been a 
marked increase in the number and variety of 
agencies providing care at home. This more 
widespread interest is due to several factors, 
foremost among which are the aging of the pop- 
ulation, the increase in chronic illness, and the 
need for field work experience for medical 
students. 

One of the first studies to demonstrate the 
value of continuous medical care and coordinated 
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services for patients at home was conducted in 
1940 at University Hospital in Syracuse, N. Y. 
(2). Perhaps the greatest single stimulus 
to the current interest in home care programs 
was the demonstration program established in 
1947 at New York City’s Montefiore Hospital. 
That program was set up to show that under 
given circumstances, required services, espe- 
cially for patients with long-term illness, could be 
provided at home at probably less cost than 
in the hospital. The reports of this program 
have received wide publicity in lay and pro- 
fessional magazines and continue to be a subject 
of discussion at many meetings of professional 
groups who are concerned with the problems of 
patients with long-term illnesses (3). Though 
the programs established since 1947 do not 
necessarily duplicate the Montefiore plan, there 
is little question that much of the impetus to 
begin such programs has stemmed from the 
Montefiore demonstration. 

Community interest in meeting the needs of 
patients with chronic illness led the Health and 
Welfare Council of Philadelphia in 1948 to ask 
the Visiting Nurse Society of that city to ad- 
minister a home care program designed to meet 
the needs of the chronically ill and to be avail- 
able to the private physicians in the com- 
munity. With the exception of this program, 
all of the programs included in the study were 
providing care only to the indigent and the 
medically indigent. 

Coupled with an interest in meeting patient 
needs, there is a demonstrated interest in using 
home care programs as a training resource. 
Deans of medical schools have been quick to 
see the potentialities of home care programs for 
providing medical students and residents in 
training with an opportunity to observe and 
treat patients outside of a hospital setting. 


Administration 


The 11 programs studied indicate that home 
care programs are administered by various 
types of agencies and institutions and by per- 
sonnel with different kinds of professional back- 
grounds. Hight of these programs were based 
in medical agencies and were administered by 
physicians; 2 were in social agencies and were 
administered by social workers; and 1 was in a 
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nursing agency and was administered by a 
public health nurse. 

A number of factors appeared to affect the 
location of the administration of the program. 
In Philadelphia, for example, the Visiting Nurse 
Society was requested by the Health and Wel- 
fare Council to assume administrative responsi- 
bility because it was already providing nursing, 
physical therapy, and occupational therapy 
services to patients at home, and it was in a 
position to develop and extend these services. 
In Richmond, the health department admin- 
istered the program because it had the legal 
responsibility for providing medical care to the 
city’s indigent and medically indigent (4). 
In any given community, the most important 
of the many factors that determine which 
agency will assume the responsibility for a home 
care program are the sources of leadership and 
the readiness to develop such a program. 

The type of personnel responsible for pro- 
gram operation seems to be determined by the 
kind of agency that administers the program. 

Six of the programs had advisory committees 
which assisted the directors in different phases 
of administration. Three of these six programs 
were not administered by physicians. How- 
ever, they had active medical advisory commit- 
tees to assist the directors on the medical tech- 
nical aspects of their programs. The member- 
ship of the other advisory committees ranged 
from broad representation from the community 
at large and from health and welfare agencies 
to those including only representation from the 
field of medicine. 

The functions of the committees varied 
from making specific technical recommenda- 
tions to making recommendations for broad 
community planning. In Richmond, for ex- 
ample, prior to the establishment of the home 
care program, an advisory committee represent- 
ing physicians, nurses, social service workers, 
and an interested citizenry was appointed at 
the request of the director of public health to 
review the health department’s existing home 
medical service and to make specific reeommen- 
dations for a more comprehensive home medical 
care service. Since the establishment of the 
program, this committee has continued to 
function in an advisory capacity to the di- 
rector of public health and the director of the 
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home care program and to participate in 
program evaluation. 

The consensus of directors of home care pro- 
grams was that advisory committees played a 
very important part in assuring a well-balanced 
and coordinated program and in securing com- 
munity understanding and support. The non- 
medical administrators considered medical ad- 
visory committees essential in planning for the 
medical aspects of the program, for interpreting 
the program to the community, especially 
to community medical groups, and in safe- 
euarding the quality of medical care. 


Financing 


Funds for financing the home care programs 
came from a variety of sources. Four programs, 
administered by public agencies or institutions, 
were supported almost entirely by tax funds. 
One program, administered by a public agency, 
was supported primarily by tax funds, but the 
budget was augmented by a grant from a 
foundation. Another program was supported 
almost equally by tax and by private funds. 
Five programs were financed primarily by 
private funds but received some payments 
for services from patients or their families and 
from other sources. In addition, programs 
used space, services, supplies, and equipment, 
furnished from community resources, which 
were not charged to the home care budget. 


Source of Direct Services to Patients 


Table 1 shows each program’s plan for pro- 
viding direct services to patients. Little vari- 
ation existed in the kinds of services, but there 
was considerable variation in plans for pro- 
viding the services and in the professional 
qualifications of personnel. Medical, nursing, 
and social services, drugs and. medical sup- 
plies, X-rays, hospital equipment and _ sick- 
room supplies, laboratory tests, and transporta- 
tion were available in all programs. In addi- 
tion, 9 programs provided for physical therapy 
and prosthetic appliances; 3 programs, occu- 
pational therapy; and 8 programs had plans for 
homemaker or domestic services. In one pro- 
gram, speech therapy was available. All pro- 
grams had arrangements for patients to be 
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Table 1. Sources of direct services to patients 
/ Administrative agency 
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Code for source of services: 
H—Facilities and staff of the home care program. 





A—Facilities and staff of administrative agency or institution. 


C—Community resources. 
O—Services not provided in the program. 


1 Data for practicing physicians includes specialists’ consultations. 
2 Residents and medical students are usually considered part of the home care staff during the period they are 
assigned to the program. Residents at Queens General Hospital are not assigned to the home care program. All 


residents make home visits as part of their regular duties. 


hospitalized without delay when diagnostic or 
therapeutic procedures were needed. 

Wide variation was found in the extent to 
which the central administrative agency itself 
provided services or assumed responsibility for 
purchasing services through other community 
agencies. In some programs, such as that at 
Montefiore Hospital, the major portion of the 
services was supplied by a home care staff. In 
other programs, such as that of the Chicago 
Welfare Department, services were provided 
through community agencies, with the home 
care staff functioning primarily as the coordinat- 
ing and purchasing agent. When the adminis- 
trative agency depended upon other agencies 
to provide services, prior arrangements were 
made defining the administrative agency’s 
participation in the program. Arrangements 
between agencies ranged from formally signed 
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agreements to an informal understanding. In 
some programs, the participating agency was 
paid on a fee-for-service basis; in others, the 
services were provided by the agency without 
charge to the home care program. 

The training and experience of personnel 
providing services to patients ranged from fully 
qualified personnel in the various professional 
categories to students in the fields of medicine, 
nursing, and social service, functioning under 
the supervision of qualified personnel. 


Operational Policies and Procedures 


Only indigent or medically indigent patients 
were eligible for services except in the Phil- 
adelphia home care plan, which offered sery- 
ice to patients of private physicians regardless 
of financial status. Patients able to pay 


for service were charged according to their 
ability to pay. 

Six programs? served patients with both 
acute and chronic illnesses; four provided care 
only to patients with long-term illnesses,’ and 
one (Alameda County, Calif.) served only 
patients with tuberculosis. 

In the four programs providing services to 
long-term patients only, criteria had been 
established for determining the suitability of 
home care before the patient was accepted. 
In general, the criteria included consideration 
of such factors as the medical condition of the 
patient and the kinds and amounts of services 
required; the nursing requirements and the 
family’s ability to care for the patient; the 
patient’s attitude toward care at home; and 


the family’s attitude toward having the patient 
at home. 

In the programs which provided care to 
patients with both acute and chronic illnesses, 
all requests for service were screened for 
financial eligibility, and at least one call was 
made by a physician or a medical student to 
determine the patient’s condition and to make 
plans for hiscare. In none of the programs sery- 
ing patients with both acute and chronic illness 
was there a formal evaluation process before 
patients received care in the home. An 
informal evaluation of the individual patient’s 
needs took place during the course of treat- 
ment, and plans were made either to continue 
care in the home after a review of the total 
situation or to make other more appropriate 
plans for patient care. 


Methods Used in Coordinating Information 


Methods used to coordinate services to 
patients meluded records, formal and informal 
conferences, written reports, and telephone 
calls. 


Records 


The types of patient records maintained by 
the home care programs ranged from very 
complete to those so meager that they con- 
tained little more than identifying data and the 
names of individuals or agencies providing 
services. 

The majority of the record systems, however, 
fell between these two extremes and included 
a summary or abstract of medical findings, 
medical progress notes, and summary reports 
on services provided by other personnel. 


2 Richmond Home Medical Care Program, Massachu- 
setts Memorial Hospitals Home Medical Service, 
Boston Dispensary Domiciliary Medical Service, 
Chicago Department of Welfare, Benjamin Rose 
Institute, and University of Vermont. 

3 Montefiore Hospital Home Care Program, Queens 
General Hospital Home Care Program, Seattle-King 
County Hospital Extension Service, and the Phila- 
delphia Intensive Home Care Program. 


& 


Summary reports received from agencies pro- 
viding patient care were filed in the individual 
patient’s record. In several instances, in 
addition to summary notes on the patient’s 
cumulative record, separate detailed records 
were kept by the personnel in each category 
providing care. 


Conferences 


The formal conferences were centered around 
plans for patient care and discussions of policy 
matters. Conferences on patient care were 
attended by the personnel of the home care. 
program and, generally, by representatives from 
other agencies providing care to the patients 
under discussion. The content of the case 
conferences varied from a clinical discussion 
of the patient’s condition and medical thera- 
peutic regime to a thorough discussion of his 
condition and family situation, with each 
member of the team contributing to the discus- 
sion and to the formulation of a plan for meeting 
the patient’s need. 

The frequency of formal conferences varied 
from one a day in some programs to impromptu 
conferences when indicated, in others. In 
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general, case conferences were more frequent 
in the teaching programs than in other pro- 
grams. In addition to formal case conferences, 
there were individual conferences and telephone 
conversations between members of the home 


care staff and between the home care staff and 
personnel of other agencies participating in 
patient care. Such conferences ranged in 
frequency from very rare in some programs to 
almost daily in others. 


| 
Statistical and Cost Data 


The statistical and cost data collected for 
this study were limited by the availability of 
data in each program. It was not possible 
within the time limits of the study to obtain 
the same kinds of data for all 11 programs. 
Only by initiating special studies in most of 
the programs would this have been possible. 
Detailed data on patients, services, and costs 
can best be reviewed in the individual program 
reports, where they are shown in context. 

The statistical data collected by each pro- 
gram varied widely. The Richmond Depart- 
ment of Public Health obtained, by machine 
tabulations, detailed data on characteristics of 
patients and types of services provided. The 
programs of Montefiore Hospital, Seattle- 
King County Hospital, Queens General Hos- 
pital, and the Philadelphia Visiting Nurse 
Society used hand tally methods to compile 
specific summary data on patients and services. 
The programs of the Boston Dispensary, 
Massachusetts Memorial Hospitals, and the 
University of Vermont College of Medicine 
made tallies only on the home medical visits. 
No routine statistics were compiled in the 
tuberculosis program operated by the Alameda 
County Department of Institutions. In. the 
programs operated by the Benjamin Rose 
Institute and the Chicago Department of 
Welfare, home care was completely integrated 
with total medical care, and statistics on home 
care services were not kept separately. 

The types and amounts of statistical data 
compiled were determined by such factors as: 

1. The basic needs for specific statistical 
data as recognized by the program adminis- 
trators or others. 

2. The personnel and/or equipment available 
to compile the data. 
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3. The basic procedures set up for procure- 
ment of data. 
4, The size and type of program. 


Programs and Patients 


Programs ranged in size from an annual 
patient load of less than 100 up to several 
thousand. Patients of all ages with virtually 
all types and severity of illness were served. 
The numbers and types of patients served were 
obviously influenced by the policy regarding 
the selection of patients, the philosophy of the 
program, and the funds available. ‘They were 
also affected by the amount of personnel and 
other services available from the administrative 
agency and from the community, the medical 
care needs of the particular community in which 
the program was located, and the degree of legal 
responsibility of the administrative agency for 
provision of medical care in the community. 


Services to Patients 


In contrast to the similarity in the kinds of 
services available under the administrative 
plans, the amounts of services actually provided 
showed wide differences among the five pro- 
grams for which data were available. This 
variance was due to such factors as the types 
and severity of illness of the individual patients 
served, the program policies and practices, 
the home situations, the types of personnel 
providing the services, and the amount of money 
available. These factors not only caused 
variations from program to program but also 
from year to year in the same program. 


In programs serving patients with severe 
illnesses, it was obviously necessary to provide 
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more services per patient than in programs 
dealing chiefly with less severe illnesses. In 
certain programs the amounts of services were 
affected by policies requiring that all patients 
receive at least one nursing and one medical 
social visit. The home situations of some pa- 
tients necessitated more nursing, medical social, 
and housekeeping services than others. In 
programs used for education, many visits were 
made for teaching purposes. 


Cost of Services 


It was impossible to obtain a true comparison 
of costs from one program to another since the 


items included varied greatly. Table 2 shows 
the services provided in 8 of the 11 study 
programs, indicating which were paid for 
entirely or partially out of the home care 
budget and which were provided without cost 
to the program. Budgets for home care were 
not kept separately from other medical care in 
the remaining 3 programs. 

According to general usage, the term ‘“‘costs of 
operation” of home care programs refers only 
to those costs listed in their budgets. Actual 
costs, however, fall into two major categories— 
costs paid by the home care budget and costs 
paid by the community. The first category 
contains funds spent directly by the program 






































Table 2. Services in 8 programs,! showing costs paid out of home care budget 
Administrative agency 
Massa- , 7 
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CopBE: 
I— Cost of services included in home care budget. 
N—Cost of services not included in budget. 
P— Cost of services partially included in budget. 
O—Service not provided by the program. 











Data are not included for the programs at the Chicago Welfare Department, the Benjamin Rose Institute, and 
the University of Vermont College of Medicine since these programs did not keep separate budgets for home care. 
é Data include services provided during the first 10 months of operation of this program. 
Items included are office supplies and equipment, transportation of staff, telephone and telegraph, conference 
expenses, depreciation of equipment, maintenance of automobiles, auditing, social security, insurance, printing and 


postage, and so on. 
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plus the estimated cost of services provided by 
the administrative organization and charged 
to the home care expense account. The second 
category, costs to the community, includes 


services and facilities furnished without charge 
to the program budget by the administrative 
agency and by community organizations, as 
well as costs borne by the family. 


Home Care and Professional Education 


Six of the 11 home care programs were used 
to provide educational field work experience 
for residents and fourth-year medical students. 
Two programs were used for field work expe- 
rience for students in nursing and two for 
eraduate students in social work. 

Field work experience in home care programs 
offers students an opportunity to care for pa- 
tients in their home settings, to observe family 
interrelationships and their effect on patient 
care and treatment, and to become familiar with 
community resources for meeting patients’ 
needs. Field work has been used for many years 
in nursing and social work education. The op- 
portunity for medical students, however, has 
been limited, and student work experience has 
been primarily in the wards and outpatient de- 
partments of hospitals. In recent years, in- 
creasing emphasis has been placed on the ‘“‘whole 
patient” and on the effects of environmental, 
social, and emotional factors in illness. Medical 
educators have been exploring ways to provide 
students with an opportunity for observing and 
treating patients outside of the institutional set- 
ting, so the students may become familiar with 
the diversity of factors which affect patient care 
through firsthand knowledge. 

Home care programs, affiliated with teaching 
hospitals, provide one of the ways in which med- 
ical students may have this kind of an experi- 
ence. To make the experience meaningful to the 
student and to safeguard patient care, there 
must be conscientious supervision of the medical 
care, frequent individual and group discussions 
with the various disciplines participating in 
patient care, and a planned method for helping 
the students to integrate and to understand the 
significance of their observations. . 
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Resident ‘Training 


Five of the programs affiliated with hospitals 
or clinics assigned residents in various stages of 
their training to the home care program. The 
period of time spent by residents in the program 
ranged from 1 year, part time, to 6 weeks, full 
time. 

Residents worked under the supervision of 
the medical directors of the program. In the 
programs of the Boston Dispensary, the Uni- 
versity of Vermont, and Queens General Hos- 
pital, residents provided most of the direct 
services to patients. In the Boston Dispensary 
and the University of Vermont programs, resi- 
dents also supervised the limited services pro- 
vided by medical students. 

In two programs (Richmond and Massa- 
chusetts Memorial Hospitals), the residents 
supervised medical students, who provided most 
of the direct service. The residents gave direct 
services to a limited number of patients whose 
needs were beyond the scope of the medical 
students’ capabilities. 


Medical Student Education 


In the five programs in which medical stu- 
dents were assigned for field work experience, 
the length of assignments varied from 3 weeks 
full time to 1 year on a part-time basis. Stu- 
dents were assigned varying levels of responsi- 
bility for patient care. In three programs 
(Richmond, Massachusetts Memorial Hospi- 
tals, and Seattle-King County), students had 
major responsibility for the medical care of 
patients, although resident preceptors or the 
medical director of the program were available 
for consultation. In the other two programs 
(Boston Dispensary and the University of Ver- 
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mont), students observed the care given by the 
residents and carried graduated responsibility 
for patient care in selected cases. 

In addition to direct services provided to 
patients, all students were responsible for main- 
taining patient records and attending scheduled 
individual and group conferences. In some of 
the programs, regular case conferences were a 
part of the teaching program and were attended 
by physicians, nurses, medical social workers, 
and representatives of participating community 
agencies. Students had major responsibility for 
presenting the case material. The conferences 
were designed to assist the students in under- 
standing patients’ problems and in learning 
what resources were available to meet patients’ 
needs. The program of the Massachusetts 
Memorial Hospitals has the unique feature of 
the team concept at the student level. Medi- 
cal students, nursing students, and social work 
students receive training simultaneously (8). 


Nursing Education 


Nursing students were assigned for field work 
experience in the Massachusetts Memorial Hos- 
pitals and Montefiore Hospital home care pro- 
grams. Both of these educational programs 
had been in operation for less than 2 years at 
the time of the study; and both were set up on 
an experimental basis. 

The Massachusetts Memorial Hospitals School 
of Nursing assigned all senior nursing students 
to the Massachusetts Memorial Hospitals pro- 
gram for a period of 3 weeks. Students were 
responsible for providing nursing services to a 
limited number of selected patients under the 


supervision of a public health nursing instructor. 
In addition, students were responsible for main- 
taining patient records and attending and par- 
ticipating in staff and case conferences sched- 
uled for all students of medicine, social service, 
and nursing. 

The Montefiore School of Practical Nursing 
set up its field work program as a 2-year study 
to determine the functions and services the 
practical nurse is best prepared to carry out in 
the home. All practical nursing students were 
assigned to the Montefiore home care program 
for a period of 3 weeks during the last quarter 
of their 1-year period of training. Under the 
supervision of a public health nursing instruc- 
tor, they provided limited nursing services to 
selected patients and performed some house- 
keeping duties. In addition, students were re- 
sponsible for maintaining patient records, pre- . 
pering a patient care study, and participating 
with the physician, social workers, physical and 
occupational therapists, and others in case dis- 
cussions on home care patients. 


Social Work Education 


Two of the programs, Richmond and Massa- 
chusetts Memorial Hospitals, had social work 
students in their second year of graduate study - 
assigned for field work experience. The stu- 
dents, who spent part time in the progrem 
throughout the academic year, provided direct 
casework services to a limited number of 
selected patients, maintained social records and 
attended scheduled case conferences. Their 
field work experience was supervised by the 
medical social worker in the home care pro¢ram. 


Conclusions 


The study demonstrates that organized home 
care programs vary in size, from a few patients 
to thousands of patients; that they include 
patients of all ages, with virtually all types of 
illnesses of all degrees of severity; that the kinds 
and amounts of services provided vary widely; 


12 


and that the cost per patient or per patient-day 
of care also varies from program to program. 
Hospitals, health departments, and private 
and public welfare agencies administer pro- 
grams, using diverse patterns of organization 
and administration. Services are provided di- 
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rectly, are purchased from other agencies, or 
are provided without cost by other agencies. 


Characteristics of Programs 


The organized home care programs studied 
have three essential characteristics: 

1. Centralized responsibility for the adminis- 
tration and coordination of services. | 

2. A plan for the provision of services and 
the coordination of such services. 

3. A team approach in the planning and 
provision of services. 

Comprehensive services to patients at home 
include: 


Physician’s services 

Medical specialist consultation 
Nursing 

Social service 

Physical therapy 
Occupational therapy 
Nutrition consultation 
Housekeeping 

Laboratory 

X-ray 

Drugs and medical supplies 
Prosthetic appliances 

Hospital and sickroom equipment 
Transportation 


Provision is made for hospitalization when 
necessary, for diagnosis, and for treatment. 

The programs studied and those currently in 
operation have demonstrated the effectiveness 
of home care for selected patients in various 
stages of illness. However, these programs pro- 
vide care primarily for the indigent and medi- 
cally indigent, and the services are not generally 
available to patients of private practitioners. 
Patients of all economic groups, especially those 
with long-term illness, need coordinated services 
at home during some phase of illness, yet 
comparatively few communities have recog- 
nized the potential of organized home care as 
a component part of total medical care. Ap- 
proximately 50 programs are in operation. 
This study of 11 of them has revealed sufficient 
values to indicate the desirability of further 
exploration of methods and techniques. Such 
study should be focused particularly on ways 
in which integrated services can be made 
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readily available, through private physicians, 
to all patients at home who can benefit by 
them. 

Budgets of the programs in the study do not 
reflect the total expenditures for home care. 
More factual information is required to deter- 
mine the true costs of home care programs. It 
is assumed that the costs of home care are 
ordinarily less than institutionalization because 
of the use of the patient’s own home and of the 
services of the family. However, the kinds 
and amounts of service required by some 
patients may be so great that institutionaliza- 
tion is preferred for economic reasons. 

Statistical information that administrators 
need for planning and evaluation was adequate 
in only a few of the programs. Data similar to 
that collected in the study would help admin- 
istrators in day-to-day administration as well 
as in long-range adaptations designed to meet 
the needs of patients and of communities 
more adequately. 

The use of home care programs for profes- 
sional education has increased during the past 
few years. Teaching methods are highly 
variable because educators are still experi- 
menting with the best ways of using this type 
of experience. 


Guidelines for Establishing 


Home Care Programs 


Observations and information obtained dur- 
ing the course of the study indicate that certain 
approaches have proved helpful in establishing 
and operating home care programs. The points 
given below—not listed in any order of priority 
—seem to be important. 

Regardless of the organizational pattern 
that may develop in a given community, all 
of the points listed merit serious consideration. 
Each facet of planning is necessary to develop 
a program that is related to community needs 
and that will receive the understanding and 
support of individuals, groups, and agencies. 
Moreover, each step is necessary for program 
operators to have sufficient information to 
enable them to evaluate the services their 
programs provide. 

1. Assess the community need for a home 
care program. 
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Determine the number of patients in hos- 
pitals and other institutions, on waiting lists, 
attending clinics, and at home, who could ben- 
efit by such a program. 

2. Explore the community’s resources and 
evaluate them in relation to their potential in 
meeting the needs of patients at home. 

3. Plan the program. 

(a) Establish general and technical advisory 
committees to consult with the program 
director on program planning, formulation of 
policies and procedures, and on evaluating the 
effectiveness of the services. Committees should 
include representatives from such fields as 
medicine, nursing, social service, hospital ad- 
ministration, health and welfare agencies, and 
other interested community groups. 

(b) Define objectives for the program. 

(c) Define types of patients to be served. 

(Z) Determine services to be furnished. 

(e) Establish a plan for providing services to 
patients; designate the administrative institu- 
tion or agency to be responsible for procuring 
and coordinating services to patients; and 
secure formal agreements from cooperating 
agencies. 

(f) Establish methods and techniques for 
facilitating interchange of information to assure 
coordination of services. 

(g) Establish policies and procedures for the 
maximum and appropriate use of service. 

(h) Establish a plan for financing. 

4. Establish criteria for acceptance of pa- 
tients on the program. The suitability for 
home care must be measured in terms of a 
number of closely related criteria: the medical 
and nursing needs of the patient; the social 
situation in the family; and the ability of the 
family to meet patient needs. 

5. Establish a record system that will facili- 
tate the provision and coordination of services 
and at the same time yield statistical and cost 
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data to meet the administrative, operational, 
and evaluative needs in the program. From 
the inception of the program, such data should 
include: 

(a) Unduplicated counts of the numbers and 
kinds of patients served in a given period; the 
number of new admissions and readmissions. 

(6) The amounts and types of services pro- 
vided. 

(c) The costs of operating a home care pro- 
gram, including the actual cash spent out of the 
home care budget; and, where possible, the 
costs of services provided without charge to the 
home care budget. 

In programs used for professional education, 
particular attention should be paid to the dual 
responsibilities of patient care and student 
activities. Adequate and safe patient care is 
the primary consideration. Both the plan for 
care and the educational plan should be firmly 
established before one is superimposed on the 
other. 

In metropolitan areas where several home 
care programs are either already operating or 
are proposed, consideration should be given to 
techniques for coordinating programs to avoid 
duplication of effort and to assure that a full 
range of services is avaiable. 


References 


(1) 150 years a good Samaritan. 
Boston Dispensary, 1946. 

(2) Jensen, F., Weiskotten, H. G., and Thomas, M.: 
Medical care of the hospital patient. New 
York, The Commonwealth Fund, 1944. 

(3) Cherkasky, M.: The Montefiore Hospital home 
care program. Am.J. Pub. Health. 39: 163-166, 
February 1949. 

(4) Holmes, E. M., Nelson, K., and Harper, C. L., Jr.: 
The Richmond home medical care program. 
Am. J. Pub. Health. 43: 596-602, May 1953. 

(5) Bakst, H. J.: Symposium on extramural facilities 
in medical education; Medical care. J. Med. 
Educ. 28: 40-43, July 1953. 


Boston, Mass., 


A Study of Selected Home Care Programs 


Part Il 


Individual Programs 





Part Il 


Richmond Home Medical Care Program 


Richmond, Va. 


Origin of the Program 


Since 1909, the Richmond [Va.] Department 
of Public Health has been charged with the 
responsibility of providing medical care to the 
indigent population of the city. Until 1947, 
Richmond, like many other communities, pro- 
vided physician’s services to the indigent in 
their homes through the use of “city poor 
physicians.” 

In 1947, however, a review of the service by 
the health department staff revealed many in- 
herent weaknesses, among them lack of con- 
tinuity of care, lack of laboratory service, and 
inadequate records. As a result of that review, 
the health department requested the Richmond 
Area Community Council to appoint a commit- 
tee to study the problem and to make recom- 
mendations for an adequate home care service. 
After an intensive period of study, the com- 
mittee made the following recommendations:! 

“1. That the city abandon the services of its 
six part-time physicians. 

“2. That there be established within the 
Medical College of Virginia three residencies in 
general practice, and, that these residents 
should work under the supervision of part-time 
faculty preceptors. 

“3. That a general practice clinic, to serve 
as a family doctor’s office, be established within 
the admitting clinic of the Medical College of 
Virginia and be staffed by the residents and the 
faculty preceptors. 

“4. That the hospitalization and outpatient 
clinic program for the indigent be coordinated 
with the home care service under the super- 


1 Richmond Department of Public Health: Richmond 
[Va.] home medical care program. Unpublished mate- 
rial. 
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vision of a qualified director in order that con- 
tinuity of service could be assured.” 

To aid in the establishment of the program, 
the health department appointed a committee 
which has continued to meet twice a year in an 
advisory capacity and which has been primarily 
concerned with program evaluation. Its mem- 
bership is composed of physicians (general 
practitioners and specialists), a public health 
nurse, and a social worker. 

The program began operation on a citywide 
basis in July 1949, with the following specific 
program objectives: 

“1, To demonstrate that medical care of 
high quality, giving continuity of service be- 
tween home, clinic, and hospital could be pro- 
vided by a public health agency to the indigent 
and medically indigent under a coordinated 
plan in cooperation with a medical college. 

“2. That the residents, interns, and students 
of the Medical College could be made aware of 
the problems of a home medical care service 
and the social aspects of the practice of medicine 
among low-income groups. 

“3. That in time, data might be collected 
which would be of value from the research point 
of view by providing complete medical histories 
from home to hospital and back to home for 
follow-up care.”’ 

The Richmond Heme Medical Care Program 
is an integral part of an organized medical care 
program for the indigent and medically indigent 
in the city of Richmond. The program is ad- 
ministered by the department of public health 
and provides the following services to patients 
with both acute and chronic illness: medical, 
nursing, social, and homemaker services; medi- 
cations and medical supplies; X-rays; laboratory 
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and other diagnostic tests; sickroom equipment ; 
prosthetic appliances; and _ transportation. 
Physical therapy, home teaching, and nutrition 
services are available in limited amounts. 

The program has been used to provide field 
work experience for students of the Medical 
College of Virginia and of the School of Social 
Work of the Richmond Professional Institute. 


Program 1951-52 


This section of the report is primarily con- 
cerned with a description of the home care 
program during the third year of operation, 
July 1, 1951—June 30, 1952. 

Statistical data, showing general patterns for 
types of patients served and services provided, 
were estimated for the fiscal year from Inter- 
national Business Machine (IBM) cards avail- 
able for the calendar year 1951. Detailed IBM 
data for the latter half of the fiscal year July 1, 
1951—June 30, 1952 were not yet available at the 
time of the study. Only certain summary 
figures were available for the entire fiscal period. 
Cost data were taken directly from accounting 
records kept within the program. 


Administration 


The responsibility for the administration of 
the home care program was delegated by the 
director of public health to the medical aid 
bureau of the department of public health. 
In addition to home care, the medical aid 
bureau had the responsibility for making pro- 
visions for outpatient clinic services, hospitali- 
zation and institutional care, and dental, ambu- 
lance, and coroner services to the indigent and 
medically indigent in the city of Richmond. 
Medical indigence was defined as including 
members of the community receiving financial 
assistance through public and voluntary agen- 
cies and individuals not covered in these cate- 
gories who, at the discretion of the director of 
the department of public health, were found 
to be unable to provide for medical care through 
their own resources. 

The staff of the home care program consisted 
of a part-time clinical director, a part-time ad- 
ministrative assistant, two part-time super- 
vising physicians, a social work supervisor and 
two staff social workers, a statistical clerk, 
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clerical staff, switchboard operators, and a 
part-time clinical nurse. 

Administrative responsibility for the program 
was divided between the clinical director and 
the administrative assistant. The clinical di- 
rector, who was also professor of clinical medi- 
cine at the Medical College of Virginia, devoted 
approximately one-half of his time to the pro- 
gram and was responsible for the quality of 
medical care to patients and for the teaching of 
medical students during their assignment to the 
program. The administrative assistant devoted 
approximately one-half of his time to the pro- 
gram and was responsible for the interpretation 
of established policies, administrative details of 
budgeting and billing, and the supervision of 


the statistical and clerical staffs. 


The two supervising physicians (preceptors) 
were assistant professors of clinical medicine, 
and devoted approximately one-half of their 
time to the program. They also acted as 
assistants to the clinical director. 

The chief social worker held faculty rank at 
the Medical. College of Virginia, with the title 
of associate in public health. She had re- 
sponsibility for the social aspects of program 
planning, development of relationships with 
community agencies, consultation and teaching 
in home care, and for supervision of social serv- 
ice staff and social work students. The two 
staff social workers were responsible for pro- 
viding casework services to patients in their 
homes and for following cases referred to hos- 
pitals that had no social service department. 

A half-time clinical nurse was responsible for 
maintaining stock medications and medical 
supplies, cleaning and packing physicians’ and 
medical students’ bags, and for a variety of 
similar nonnursing activities. 


The statistical clerk was directly responsible 
for seeing that the central patient records were 
complete and for handling related clerical 
activities. 

The directors of the nursing division, depart- 
ment of public health, and the Instructive 
Visiting Nurse Association were available to 
the home care staff for consultation on the 
nursing aspects of the home care program. 


Cars equipped with radio-telephones were 
provided by the Medical College of Virginia 
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and the Richmond Department of Public 
Health for staff transportation. 

Both routine and emergency ambulance 
transportation of patients were provided by the 
medical aid bureau, department of public 
health. 

Services not available within the department 
of public health were arranged for through 
working agreements with the following com- 
munity agencies: . 

1. The hospital division, Medical College of 
Virginia, provided hospitalization as required 
for home care patients, laboratory and other 
diagnostic tests, and medications and medical 
supplies. Selected stock medications purchased 
by the department of public health were pro- 
vided in quantity to the home care program to 
be dispensed by physicians and medical stu- 
dents. Prescriptions for other drugs were 
filled at the hospital pharmacy. 

2. The combined nursing services (depart- 
ment of public health and Instructive Visiting 
Nurse Association) provided nursing care to 
patients in South Richmond, and the Instruc- 
tive Visiting Nurse Association provided care 
to patients in the remainder of the city. All 
nursing service was paid for by the city at the 
rate of $2.50 per visit. 

3. Family Service Society provided house- 
keeper service at the rate of 33% cents per hour. 

4. Sickroom Loan Chest provided sickroom 
equipment on a rental schedule basis. 

5. Sheltering Arms Hospital, Community 
Hospital, and City Home provided chronic and 
convalescent medical care at scheduled rates. 

Source of Funds and Costs of Services. All 
costs for providing services were not recorded 
by the program. The available cost figures 
totaled $78,909.71 for operating the Richmond 
home care program during the fiscal year July 
1951—June 1952. About 83 percent of that total 
was paid out of actual funds received from the 
Richmond City health department and the 
Commonwealth Fund. The remainder was the 
estimated value of services provided to the 
program by the Medical College of Virginia. 
These figures are summarized below. Using 
the total caseload of 2,910 patients, the average 
recorded cost per patient for the fiscal year 
amounted to $27.12, of which $22.38 was 
actual cash outlay and $4.74 was the estimated 
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cost of services provided without charge to the 
program, Services provided to patients for 
which no separate cost figures or estimates were 
available included medical consultations, phys- 
ical therapy, X-rays, and transportation, all of 
which were provided without charge to the 
program by the Medical College of Virginia. 


Funds received and estimated value of 
BELVICESTUSe CO eee ee ee so $78, 909. 71 


Bands recelved ase a] nee ee, Jena 65, 109. 71 


Richmond City health department___ 46, 774. 71 


Commonwealth Hund 22 e822 02502— 18, 335. 00 
Estimated value of services used, total__ 13, 800. 00 
Medical College of Virginia (payroll) - 7, 040. 00 
Medical College of Virginia (rent, 
light, fuel, phone, supplies, and 
SOtO1)) Sees Sie eee 2 ee ee 6, 760. 00 


Table 1 shows a detailed breakdown of the 
cost of services for the fiscal year. 


Operational Policies and Procedures 


The policy of the home care program was to 
accept referrals from any individual or agency 
in the community. With the exception of 
mental illness, all disease categories could be 
cared for in the home. Patients with active 
tuberculosis could be cared for in the home on a 
selected basis. Prenatal and postpartum care 
were provided in the home, but no patients were 
delivered at home. 

Calls from individuals and agencies were 
received from 8 a. m. to 8 p.m., 7 days a week. 
All requests for service were screened by the 
switchboard operator to determine financial 
eligibility and source of most recent medical 
care. 

Patients eligible for service were seen by a 
physician or medical student within 12 hours 
after the receipt of a request for service. The 
decision to continue care in the home or to make 
other arrangements for care was made by the 
physician. 

When, in the opinion of the physician (pre- 
ceptor, resident), alone or in consultation with 
the director or the social worker, the services of 
other personnel—such as nurse, social worker, 
or homemaker—were required, the case was 
referred to the appropriate agency by telephone 
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Table 1. 


July 1951-June 1952 





Type of service 


Recorded costs of services provided by the Richmond Home Medical Care Program, 











Personne] Sa ee Le 8 ee ee 


Practicing ypinysicians: |. Sewers een een eee ene 
Resideniisphiysicians 2.52 =e ae yee eee 
Consultant physicians = eo) see te eee 
NN Urses eee eee re et Se Cee oe ee ae cree oe ap 
Sociaitworkers =e 2 CSAs ee ge ee ee foal x 
Physicalstherapistss2o. a2. aaa eee ee 
Homeniakers 2:2. = ese Se Cae ae eee eee 


Other services and supplies____________ ie. eee ea, a 


Administration and other expenses______________ eae 
AcannistTa tions 22. <1. Sa eeea  ee e ae Een 
Medical director (% time)_____________ eet Te ee 
Administrative assistant (4% time)______ Sa ee ie aes 


Chiefisocial workers 0 see ye eee eee ae ee 


Other expenses] 2. ae a se SERRE G2 Tae Se Set.» 


Senior statisticaliclenkmssss eas Seen eee e 


Other clerical staff and telephone operators_________ 
Clinio nurse*(}estime eee eed. ee ae oe ee 
Overhead (space, light, heat, ete.)._______________ 
Travel togieetings 2-9 ene apps weld he! 
General expense\t_2 4) 222 ee re eae 





Cost of service 






























































Total : Estimated value 
Evens of services 
pect wee provided with- 
paar tte out charge ! 
<seeeee $78, 909. 71 $65, 109. 71 $13, 800. 00 
Seine 44, 587. 71 33, 947. 71. 10, 640. 00 
eee 32, 674. 71 26, 834. 71 5, 840. 00 
ete ee eT: 12, 458. 00 8, 858. 00 3, 600. 00 
Beier A240 0OW en eee 2, 240. 00 
2 800. 00 800:-00, (hse 2. Seehai ey 
nes ip OLO: FL CTY Ny & Me eRe Eee © 
es 6, 000. 00 6, 000) 00 | eaae 
pou N. A. ves sh) yn Betas N: A 
Rees 3, 600. 00 3, 600: 00 +). 2 aoe eee 
2. eee If :913200 7, 118. 00 4, 860. 00 
fie = 2A 3000800" |-2 2 eee 3, 600. 00 
Bees 5 N. A. 2600 bie lee N,. A. 
eee 7 113. 00 11383 007 ae aan ee oe 
3 ren 8, 200. 60 7, 000. 00 _I, 200. 00 
2 a ee N. A. wheaweapees. tre rape] IN) BAe 
ee 34, 322. 00 31, 162. 00 3, 160. 00 
et 14, 432. 00 14, 432° 00° |e ee See 
eee ae 7, 228. 00 Ty 22800 shoves sot oe 
2, 300. 00 2, 300: 007) sara ee 
=ahLaed 4, 904. 00 4500400 i Lene 
19, 890. 00 16, 730. 00 3, 160. 00 
ee 2, 850. 00 2 850: 00. jacueeme ne 
Bawa 9, 260. 00 9; 260. 00} bai ae ee 
ae ue 1200 OO hoe eee 1, 200. 00 
pee SE it 5 1602007 248) Sea a 160. 00 
ae 1 300:.00 2.5 = eee ae 1, 800. 00 
ee A ee 585. 00 585. 00 leo s2e = ees 
eet 4, 035. 00 A, O35: O0uIc 2 eas 





N. A.—Not available. 


1 Cost estimates were not made by the program for all services provided without charge. 
not included in the program estimates were medical consul 


all of which were provided by the Medical College of Virginia. 
? A rate of 33% cents per hour was paid by the program; the remaining 3124 cents of the total cost of 65 cents 


per hour was paid by the Family Service Society. 


* The clinic nurse procured supplies for the visiting physicians. 
* Items included were office supplies, automobile operation and maintenance, postage, and so on. 


Nors: The total average annual cost per patient served was $27.12. 


tations, physical therapy, X-rays, 


Among the services 
and transportation, 


Expenditures from home care funds 


averaged $22.38 per patient, and the estimated value of services provided without charge averaged $4.74. 


and later confirmed in writing on appropriate 
forms. 

Physician services were available from & a. m. 
to 8 p.m. 7 days a week; nursing services, from 
8 a.m. to 5 p. m., 7 days a week; and other 
services, from 8 a.m. to 5 p. m., 5 days a week. 
Emergencies arising between 8 p. m. and 8 a. m. 
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were answered by the ambulance service of the 
department of public health and cared for by 
the staff of the emergency room, Medical 
College of Virginia Hospital. 


Records. 


An 


individual 


cumulative 


case 


record was on file in the home care office. 
This record included identifying data, medical 
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history, medical and social progress notes, 
and complete social information on each 
patient known to social service. / 

There was no formal plan for routine sum- 
mary reports from participating agencies to 
the home care program, but those received 
were incorporated in the patient’s record. 
There were frequent telephone reports from 
some agencies, but only occasionally did these 
reports become a part of patient records. 

Conferences. Case conferences were held 
twice weekly under the leadership of the clinical 
director or one of his assistants. These con- 
ferences were intended to serve two purposes: 
(a) sharing of information and the planning for 
the care of patients, and (6) as an aid in student 
education. The conferences were attended by 
the professional members of the home care 
staff, by students assigned to the home care 
program, and by workers from other community 


Table 2. 


agencies, such as public health nurses and 
representatives from public and private or- 
ganizations which were providing services to 
patients and their families. 


Services to Patients 


The types and estimated amounts of serv- 
ices provided to patients on the home care 
program during the fiscal year 1951-52 are 
indicated in table 2. 

Medical Services. Direct medical services to 
patients in the home were provided by the 
physicians of the home care staff, and by 
residents and senior medical students under 
staff supervision. Medical consultation was 
available from the hospital staff of the Medical 
College of Virginia. An estimated total of 
9,634 visits were made to patients during the 
year. The range of medical services included 


Estimated numbers of services! given to patients by the Richmond Home Medical Care Program, 


July 1951-June 1952 


























Patients receiving Average number of 
services visits 
Sopyi Total 
oe visits |Per patient 
Number Percent i: ea ret 
service 
Professional services: 
Physician—preceptor, resident, and student________ 2, 910 100 9, 634 3. 3 3. 3 
BUMS Clans PCCIALISES mane er ena a pe Pile Ne 40 1 40 ee (?) 
Nursing (Instructive Visiting Nurse Association and 
GARGHSCLE PA TODTCTI Gy yetk ees eee ee Ue Ue ane: Sli Hele 3, 448 10. 9 1p 
Shi et, «MTT quien RSE PR a pealert ahs Fllles AAS ate a ee a 637 22 N. A. N. A. N. A. 
viel SPST gh NDT EN 9g am gS WY Oe aay 26 1 N. A. NaAY N. A. 
JE kovewen Ret Keloubategn soe So cee etree 2 eke liete BG tril lee a ogee N. A. N. A. N. A. N. A. N. A. 
Average number of 
times 
Number one 
of times 
service |Per patient 
requested | receiving | Per total 
each caseload 
service 
Other services and supplies: 
POE A GUN a eat ee Lee a ee gS eo 306 10 490 eae 0. 2 
EXaT A Vis ee eed aay ae eh. Sera a ome eel ae A N, A. N. A. N. A. N. A. N. A. 
Hospital equipment and appliances______________- 35 1 N. A. N. A. INSEAS 
Medications and medical supplies_____________-_-- 2, 203 76 5, 728 2. 6 2.0 
EU EMe la Clare SPN Seems Sale eter eice eel DP tare 52 2 94 ile: (?) 
POE DOLLA WO Lem earl oe we yee A ae Tee I ee 291 10 378 1.3 4 


























N. A.—Not available. 


1 All figures shown are estimates, based upon recorded data for the calendar year 1951 and adjusted upward to 


coincide with the estimated increase in the patient, load. 


2 Less than 0.05. 
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histories, physical examinations and diagnoses, 
uncomplicated diagnostic and therapeutic pro- 
cedures (similar to those ordinarily provided by 
private physicians), instructions to patients, 
dispensation of routine oral drugs by the physi- 
cian and through prescription, administration 
of parenteral drugs, and revisits based on patient 
needs. Such specimens as sputum, blood, and 
urine were collected at home for simple diag- 
nostic tests which were performed in the 
laboratories of the city health department or 
the Medical College of Virginia. Patients 
requiring additional diagnostic and therapeutic 
procedures, such as electrocardiograms, X-rays, 
spinal taps, transfusions, and paracenteses, 
were sent to the hospital for these services. 
Consultation services in the specialty fields 
were provided to about 1 percent of the patients 
upon request of home care physicians. 

Nursing Services. Direct nursing care was 
provided to approximately 11 percent of the 
patients on the program by the combined 
nursing services in South Richmond and by the 
Instructive Visiting Nurse Association in the 
rest of the city. An estimated total of 3,448 
nursing visits resulted in an average of almost 
11 visits per patient for those receiving nursing 





care. The range of services ordered by the 
physicians included such care as dressings, in- 
jections, irrigations, bed baths, health instruc- 
tion, and teaching members of the family how 
to care for the patient. 

Social Services. Social casework services were 
available to patients and their families through 
the home care staff medical social workers. Di- 
rect casework service was provided (through 
personal interview) to those patients and fami- 
lies who needed help in understanding and 
accepting the patient’s illnesses and in meeting 
the social problems created by the illnesses. 
Social problems not directly related to the illness 
situation, but recognized by the home care staff 
and in need of casework service, were referred 
by the medical social workers to appropriate 
community agencies, such as Department of 
Public Assistance, Family Service Society, and 
Catholic Charities. Referrals for homemaker 
service were channeled through the social 
service staff. Social services were provided to 
an estimated 637 patients, or about 22 percent 
of the total patients on the program. 

Homemaker Services. Homemaker service, 
which included cleaning, cooking, and general 
supervision of children, was available through 























Table 3. Estimated numbers! of various services provided, by type of illness of patient, Richmond Home 
Medical Care Program, July 1951-June 1952 
Services to patients with— 
Total services “= 
Diagnoses usually Diagnoses usually 
chronic 2 acute ? 
Type of service 
Average Average Average 
Num- | services | Num-.| Per- | services | Num- | Per- | services 
ber per ber cent per ber cent per 
patient ° patient 3 patient 3 
Motalenatients Setyed sae. eee 2, (lO 666 23 eee eee 2, 244 CUS es 
Medical visits__--__-- De ee 9, 634 3.3 | 3, 836 40 5.8 | 5, 798 60 2. 6 
Medical SPeciaust WiSlis=.eemen= a ee ee AQ i= meee 24 a) Ose ee 16 40 ee ee 
NUphg Wigitsles> Se) epee ae 3, 448 1.2 | 2,468 72 ay Uf 980 28 .4 
Social services (number Ofpatients)= sa = 63 Tig 287 BD Nt apie tS 350 Dons Lee 
‘Limes drugs supplied 5-2 oe (een an eee = 5, 728 2.0 | 2, 222 39 3.31|202006 61 1.6 
Times laboratory services used____________-_ 490 .2 266 54 4 224 46 a1 
Times homemaker services used___________- O42 See 63 O(a eee 31 estas il eed, Seo ices 
Times patients supplied with transportation _ 378 Bi 228 60 ao 150 40 . 07 














1 Figures shown are estimates based on recorded data for the calendar year 1951 aad adjusted upward to coincide 


with the estimated increase in the patient load. 


? More detailed diagnostic categories are shown in table 6 for both chronic illness and acute illness. 
* The average number of medical specialist visits and the average number of times homemaker service were used 
are not shown since both figures would be less than 0.05. The number of social services provided is not available. 
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Table 4. Estimates of new admissions to the Rich- 
mond Home Medical Care Program, by source of 
referral, July 1951—June 1952! 


/ 
£ 





New admissions 2 





Source of referral 








Number | Percent 
TRE ONG ee ee pean 2, 030 100 
ospiiais inpavients.2-— 5s. 51 2 
Outpatient departments and clinics_ 278 14 
BNUTHIN GTAP ENCES. 2 oe a 199 10 
Bocial awencies!— oo te, 2 ee 144 iC 
Patients or relatives. .-- 2.2. 2-2-.. 1, 299 64 
Other sources (private physicians, 
police, nursing homes, etc.)______ 59 3 





1 Figures are estimates based on recorded data for the 
ealendar year 1951 and adjusted upward to coincide 
with the estimated increase in the patient load. 

2 These data do not include readmissions. 


the Family Service Society in accordance with 
their established policy. The reported number 
of patients who received this service was small— 
52 patients, or 2 percent of the total patients. 

Other Direct Services. Upon specific request, 
limited physical therapy and nutrition services 
were available from students in training at the 
Medical College of Virginia. Home teaching 
for children was available through the public 
school system. About 1 percent of the total 
patients were known to have received physical 
therapy. Data were not available on home 
teaching or nutrition services. 

Other Services. Hospitalization, prescribed 
drugs and medical supplies, and laboratory and 
other diagnostic procedures were available 
through the facilities of the hospital division, 
Medical College of Virginia. About three- 
fourths of the patients received medications 
and medical supplies, and 1 in 10 received labora- 
tory services. Sickroom supplies and equipment 
were made available to about 1 percent of the 
patients through a loan service sponsored by 
the Council of Jewish Women. Supplies pro- 
vided included hospital beds, wheelchairs, 
rubber sheets, hot water bottles, and a variety 
of other items. 

In table 3, a division has been made for the 
Richmond program between diagnoses of dis- 
eases that are usually chronic and those that are 
usually acute, with the amount and types of 
services provided to each diagnostic category. 
An estimated 666 patients (23 percent) on the 
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program were considered to be ill with chronic 
diseases and 2,244 (77 percent) patients were 
considered to be ill with acute diseases. Pa- 
tients treated for chronic diseases received 
relatively much more of the various services 
than those treated for acute diseases. For 
example, 40 percent of the home medical visits 
and 72 percent of the nursing visits were made 
to chronically ill patients, and 45 percent of the 
social service cases were from this group. The 
same trend of larger amounts of service provided 
to chronically ill patients was apparent for all 
other services. 


This pattern is verified by the data showing 
the average number of services provided per 
patient. More than twice as many home medi- 
cal visits and about nine times as many nursing 
visits were made to patients with chronic 
diagnoses as were made to acutely ill patients. 
A 6-month sample of medical visits during the 
period showed that 55 percent of the chronically 
ill patients received 3 or more medical visits 
during the 6 months, whereas only 33 percent 
of the acutely ill patients received 3 visits. 


Table 5. Estimates of total patients receiving home 
care and new admissions to the Richmond Home 
Medical Care Program, by age and sex, July 1951- 
June 1952! 





























Number Percent 

Age group Gat ay Oey se 

(years) e- e- 
Total) Male ae Total) Male Pala 

All patients receiving home care 
AMOR 2, 910)1, 240/1, 670) 100) 100; 100 
Under baaseesea tl) O00 257 \ero2 52 61 45 
1544 eae ee ye 627; 149) 478 21 12 29 
A= OAL ee ree oy 342} 149) 193 12 12 11 
65 and over___.-- 432) 185) 247 15 15 15 

New admissions to the program 2 
Potakc.. < 2,030} 883}1, 147} 100} 100) 100 
Undertl sages os- 1,068} 535} 533 53 61 46 
[p44 eee Sees 447| 115] 332 22 13 29 
Ab G4 ed Se Dao LIZ)= 123 11 12 11 
65 and overl2__-- 280} 121) 159 14 14 14 














1 Figures are estimates based on recorded data for 
the calendar year 1951 and adjusted upward to coincide 
with the estimated increase in the patient load. 

2 These data do not include readmissions. 
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Table 6. Estimates of patients receiving home care, Richmond Home Medical Care Program, by primary 
diagnostic category, July 1951-June 1952! 






























































Patients Patients 
receiving receiving 
service service 
Primary Ciagnostice category ? < | Primary diagnostic category ? 
Num-| Per- || Num- | Per- 
ber cent | ber cent 
| 
Total Bee ee or eine 2, 910 | 100 || Diagnoses usually acute—Continued 
; 5.63 666. ~—«23 Alcoholism, acute (822.0)22 22 2243 ee2 35 1 
Diagnoses usually chronic *----------- Beeog) Diseases of eye (370-389).._--..-224 17 1 
Tuberculosis, all forms (001-019) - - -- 35 | 1 Diseases of ear and mastoid process | one 
Malignant neoplasms (140-205)_-----| 52 | 2 || (S90-S0ei eee fe sae seas eae 38 | ul 
Allergic disorders (240-245) ____----- Le 62, 2 || Acute uprer respiratory infections | 
Diabetes mellitus (260)___-_------ Soe 1 || and hypertrophy of tonsils and 
Psychoneuroses and psychoses (300- | adenoids (470-475, 510)_---___-15 634 22 
31 8 \eetne ee es eee ice 47 | I Influenza and pneumonia (480-493)__| 105 4 
Vascular lesions affecting central | | Other diseases of respiratory system 
nervous system (330-334) __--_--_-- | 76 | 3 (500-5027 b11= 527) 2 79 3 
Other diseases of central nervous sys- | Diseases of digestive system (530— | 
teme(340230 () aaes oe ee eee hig eo I BSW) baie ee eee ee 131 4 
Diseases of heart (410-443) _ ------~- | 140 > || Complications of pregnancy, child- 
Other diseases of circulatory system | | birth, and the puerperium (640- 
(400-402, 444-468) ___------------ } 81 | 3 652, 670-6S0).c0., ct. oie ee 35 | 1 
Diseases of genitourinary system | | | ; Diseases of skin and cellular tissue 
(O20 S00 () 2 Suen ee ee 87 | 3 || (690+716 0.2L voceeh ere 67 2 
Arthritis and rheumatism (720-727) “| 35 : 1 || Congenital malformations and dis- 
Other diseases of bones and organs of / ue | Bead Heculiar’ to, ceatly imme 
movement (730-749) ____------_--~ ek Ra (750-776). sah. Hal) aa | 38 1 
Diagnoses usually acute, total? .__-_--- 2, 244 | (7 || Accidents, poisonings, and violence 
Certain infective and parasitic Cis- | | (N800-N999) _ _ -~-=------ Saas 67 | 2 
eases common among children ®.| : } Other specified diseases (residual) - - - eae 2 
(050, 055, 056, 085, 089)____-_1_-- | 404 | 14 || Symptoms, senility, and_ ill-defined | 
Other infective and parasitic diseases | | ’ diseases! (780-7 9))ic 2. See eee 114 4 
(020-049, 051-054, 057-084, 086-_ | | Special conditions and unspecified | 
O88 2090=13S am meee yee ee -| 148 | 5 | diagnoses (YOO—Y09) ®___________- 288 | 10 
{| . 





1 Figures are estimates based on recorded data for the 
calendar year 1951 and adjusted upward to coincide 
with the estimated increase in the patient load. 

2 When patients receive care for more than one diag- 
nosis, the primary Ciagnosis is used. Figures in paren- 
theses are Sixth Revision, International List numbers. 

3 The division of the diagnostic categories between 
chronic and acute is arbitrary and based upon general 


For this study an arbitrary division was made 
between the chronic and acute illness categories, 
and it is possible that some patients would 
actually belong in the opposite category if 
individual analyses of the cases were made. 
Most of the division of the general diagnostic 
categories between chronic and acute was based 
upon general usage, but some decisions were 
based upon specific characteristics of the types 
of patients served in this program. 

More detailed data on amounts and types of 
services provided to patients by diagnostic 
category will be found in tables 11-14. Since 
many of the individual diagnostic categories 
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usage, but some were selected because of the particular 
cases served on this program. 

4 Less than 0.5 percent. 

5 Diseases included are scarlet fever, 
whooping cough, measles, and mumps. 

6 Prenatal care and postpartum observation without 
abnormal symptoms are included, as well as medical 
examinations when no diagnosis was specified. 


diphtheria, 


shown in these tables are relatively small, 
great caution should be exercised in using the 
figures. It is certain that no conclusion that 
similar amounts of the services would be utilized 
for other groups of patients falling within the 
same diagnostic categories can be reached. 


Characteristics of Patients 


Approximately 2,900 individuals received 
services during the fiscal year 1951-52, of whom 
about 2,000 were admitted to the program for 
the first time. The data in table 4 show that 
the patients themselves or their relatives ac- 
count for about 64 percent of the initial requests 
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for services. Nursing and social agencies re- 
ferred 17 percent. About 14 percent of the ad- 
missions were referred by outpatient depart- 
ments or clinics and 5 percent were referred 
from other sources. 

Age, Sex, and Diagnosis. Of the estimated 
total patients receiving care in the home, about 


52 percent were under 15 years of age, 21 per- 


cent were in the 15-44 age group, and 27 per- 
cent were 45 years of age and older (table 5). 

About 400 more females than males received 
care. Most of this difference may be accounted 
for by women patients in the reproductive years 
(15-44). At these ages about three times more 
females than males received services. 

It is evident from the data in table 6 that vir- 
tually all types of acute and chronic illnesses 
were treated on the home care program. More 
than three-fourths of the patients (77 percent) 
received care for acute illnesses. The remaining 
23 percent had illnesses that were usually 
chronic in nature. 

Of the many types of illnesses cared for, two 
diagnostic groups together accounted for about 
36 percent of the total caseload during the year: 
(a) “certain infective and parasitic diseases 
common among children,” including scarlet 
fever, whooping cough, measles, mumps, and 
diphtheria; and (b) ‘‘acute upper respiratory in- 
fections and hypertrophy of tonsils and ade- 
noids” (table 6). Since this table shows only 
an unduplicated count of patients and their 
primary diagnoses during the year, it does not 
indicate the total number of times patients may 
have been readmitted to the program for treat- 
ment for the same or different diseases. (All 
tables showing diagnostic data in this report in- 
clude only the primary diagnoses of patients.) 

The largest chronic disease category was the 
total cardiovascular disease group (heart dis- 
ease, other circulatory disease, and vascular 
lesions affecting the central nervous system), 
which comprised about 11 percent of the total 
caseload. Almost half of the patients in the 
cardiovascular group were treated for heart 
disease. 

In table 7, the total numbers of patients 
treated for acute and chronic diseases are shown 
by age groups. The largest number of patients 
(77 percent) were treated for acute diseases. 
Of those patients, 65 percent were under 15 
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years of age and about 85 percent were under 
45 years of age. Conversely, only 7 percent of 
the chronically ill patients were children under 
15 years of age and only 35 percent were pa- 
tients under 45 years of age. 

Discharges. Table 8 shows the number of 
discharges, by reason, from the home care pro- 
gram during the fiscal year. Because some 
patients were readmitted to and discharged 
from the program more than once during the 
year, the total number of patients discharged is 
a duplicated count. 

About half of the discharges were made with 
no further medical care indicated. Probably 
many of these were patients with acute upper 
respiratory infections, acute infective diseases, 
or other acute illnesses with no apparent com- 
plications. However, about 47 percent of the 
discharges were made to hospitals and other 
institutions, to outpatient departments, or to 
private physicians for further care. 


Home Care and Professional Education 


The Medical College of Virginia has used the 
facilities of the home care program for training 
residents since July 1949 and for teaching 
medical students since December 1949. The 
School of Social Work of the Richmond Profes- 
sional Institute of the College of William and 
Mary assigned students for field work experi- 
ence during the academic year 1951-52. 

During that year all of the junior assistant 
residents in medicine and all of the 101 senior 
medical students were assigned to the home 
care program for field training. Two social 
work students were assigned to the program in 
the same academic year. 


Medical Education 


Graduate and undergraduate medical educa- 
tion in the home care program was the direct 
responsibility of the part-time clinical director, 
with the assistance of the two part-time pre- 
ceptors. The director of public health, who 
had overall responsibility for the home care 
program, was also professor of community 
medicine at the Medical College of Virginia. 
Other staff members of the Richmond Depart- 
ment of Public Health had faculty appoint- 
ments at the college. These dual responsibili- 
tiesfhave brought about a close relationship 
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Table 7. Estimates! of patients with acute and 
with chronic illness,? Richmond Home Medical 
Care Program, by age group, July 1951-June 1952 




















Number Percent 
mM ' ' mM ' ' 
Lciciy Sena eeolctathie 
Age grou 2 |e fe oan ho 
(years) 3 g AS g 3S g ie ¢ 
joy One ro) oy ie) ° 
wie Aer bile Sih ekae 2a 
ole = Rel are 3 
° a 2° ° GS o 
H |O < H |O < 
Total, all ages_|2, 910) 666)/2,244) 100) 100; 100 
Under 15s s3aeee 17509 47|1, 462 52 7 65 
15-44... 2 eee 627; 188) 439 21 28 20 
45-64-52. 342} 201); 141 12 30 6 
65 and over_--_--- 432} 230} 202 1s 35 9 











1A]l figures shown are estimates, based upon recorded 
data for the calendar year 1951 and adjusted upward to 
coincide with an estimated increase in the patient load. 

2 The division of the diagnostic categories between 
chronic and acute is arbitrary and based upon general 
usage, but some were selected because of the particular 
cases served on this program, 


between the department of public health and 
the medical college. Close working and teach- 
ing relationships were further fostered through 
the operation of the medical aid bureau by the 
department of public health. 


Graduate Education. When the Richmond 
Area Community Council committee studied the 
problems of care of the indigent in 1947, one of 
the recommendations was “that there be 
established within the Medical College of 
Virginia three residents in general practice, 
and that these residents should work under the 
supervision of the part-time faculty preceptors.”’ 

Each junior assistant resident in internal 
medicine at the Medical College of Virginia 
Hospital spent approximately 6 weeks full time 
with the home care program. ‘Two residents 
were assigned at a time. 

Their duties and responsibilities included: 

1. Care of patients in their homes. 

2. Supervision of student activities (a re- 
sponsibility shared with the clinical director and 
the two preceptors). 

(a) Visiting patients with students on a 
selective basis. 

(6) Review and approval of students’ pro- 
posed therapeutic plans for patient care. 

(c) Review and signing of prescriptions. 

(d) Approval of students’ requests for ambu- 
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lance service and referral of patients to other 
facilities. 

(e) Review and countersigning of students’ 
records. 

3. Attendance at case conferences. 

4, Attendance at ward rounds on hospital- 
ized home care patients with the clinical direc- 
tor or the preceptors. 


. 


Undergraduate Education. As outlined by 
the Medical College of Virginia, the objectives 
of using the home care program for the training 
of medical students were: 

1. To introduce students by practice and 
experience to the community resources avail- 
able to patients. 

2. To provide students with the practical 
experience of serving as private physicians. 

3. To give students an opportunity to see 
how continuity of care for patients may be 
provided in a community setting. 

4. To give students an awareness concerning 
public health problems, disease prevention, and 
social and medical relationships involved in 
community medicine. 

As a part of the fourth-year curriculum, each 
student spent 3 weeks full time on the home 
Table 8. Estimates! of patients discharged from 

home care, Richmond Home Medical Care Pro- 


gram, by reason for discharge, July 1951-June 
1952 


Patients dis- 














charged 2 
Reason for discharge 
Num-| Per- 
ber | cent 
Total: Ack 2 ae ee ae 3, 862 100 
No further medical care indicated______ 1, 924 50 
To outpatient departments____________ 643 17 
To hospitals and other institutions 3____|1, 085 28 
Deathest Tar Sater see nee a eee 43 1 
Against medical advice_.___ 2. 22-247 4 (4) 
Referred to private physicians_________ 70 
Moved out of (owl. ¢. oes 25) ee 93 2 








1 All figures shown are estimates, based upon re- 
corded data for the calendar year 1951 and adjusted 
upward to coincide with an estimated increase in the 
patient load. 

2 Figures shown for patients discharged are not an 
unduplicated count. If a patient was readmitted and 
discharged more than once during the year, each time 
is counted as a patient discharge. 

3 Includes nursing homes, 
custodial institutions, and so on. 

4 Less than 0.5 percent. 


convalescent homes, 
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care program. Students were assigned in 
groups of eight. During their assignment, 
pairs of students covered each of the four 
geographic districts of the city, weekdays, 8 a. m. 
to5 p.m. Evenings, from 5 p. m. to 8 p. m., 
and weekends, from 8 a. m. to 8 p. m., two 
students answered all calls on a rotational basis. 
The students were under the supervision of the 
junior assistant residents, the two precepitors, 
and the clinical director. 

The specific duties and responsibilities of the 
medical students were: 

1. To visit and examine assigned patients 
referred to the home care program and to plan 
with the preceptor or the resident for treatment. 

2. To maintain the patient’s medical charts. 

3. To recognize the patient’s needs for addi- 
tional services, such as specialty consultation, 
nursing, and social and homemaking services, 
and to request such services after receiving ap- 
proval from the clinical director or one of his 
assistants. 

4. To participate in the regularly scheduled 
case conferences. 

5. To attend weekly ward rounds with the 
clinical director or preceptor on hospitalized 
home care patients. 

6. To attend weekly seminars on_ public 
health and community medicine. 

Approximately 3 hours of the first day of the 
student’s assignment to the program were spent 
in orientation, which included instruction on 
the aims of the program, methods of providing 
care in the home, the role of the social worker 
in the program, the availability of community 
resources, and the details of operation of the 
home care program. The clinical director or 
his assistants, the chief social worker, and the 
administrative assistant and members of his 
staff participated in the orientation of students. 
Printed materials prepared by the clinical direc- 
tor, explaining the various phases of the 
program, were given to each student. 

Visits to patients were made by the students 
in pairs, or a supervisor accompanied them. 
Following a visit to a patient, the students 
requested a followup visit by a junior assistant 
resident if the patient’s medical condition 
presented difficulties. 

During the 6-month period July-December 
1951, about one-fifth of the 1,432 home care 
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patients were visited by the medical students 
only and were not seen at any time by the 
resident physicians or by the preceptors on the 
program (table 9). Of the 310 patients visited 
only by medical students, 42 had diagnoses 
classified as chronic. Most of the remainder 
were treated for upper respiratory infections, 
children’s infectious diseases, and minor trauma 
due to accidents. 

















Table 9. Medical visits to patients on Richmond 
Home Medical Care Program, July-December 1951 
: are Diagnosis | Num- 
Visits made by of pa- | ber of 
| tients |Chronic Acute | V8!t8 
gtal. 2 euaue aan 1,432 |} 381 |1,051 | 4, 731 
Physicians and students | 
_bOgethers ie A aes. 1, 122 339 783 | 2, 655 
Students alone_________ | 310} 42] 268 | 2,076 
LAVAS CHO Tiltyees eee eee | 193 28 HGH |e 2 
Divasitee ere Aes e798 11 68 44 £303 








3 or more visits______ [Pe eto i3 SAMO adle: 254 2 





Although about four-fifths of the patients re- 
ceived home visits at some time during this 
period from physicians as well as from medical 
students, almost 44 percent of the total medical 
visits were made by students unaccompanied 
by physicians (table 9). Without the services 
of the medical students, it would have been 
necessary to increase the number of physicians 
in order to take care of the patient load. 

For detailed data on visits by physicians and 
students to patients, by diagnostic category, see 
table 14. 

Informal conferences were held daily by the 
students and their supervisors. In these con- 
ferences, the students’ cases were discussed, 
plans were made for patient care, records were 
reviewed and countersigned, prescriptions were 
approved and signed, and referrals to other 
community agencies were approved. A mem- 
ber of the social service staff was available for 
these conferences to point up the social and 
emotional needs of patients and their families, 
and to accept referrals to social service from the 
medical supervisors and students. 

Teaching and supervision were further en- 
hanced through periodic review of records by 
the residents and preceptors, by visits to the 
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Table 10. j|Number of patients receiving services 
from the Richmond Home Medical Care Pro- 
gram, November 1949-June 1952, by fiscal year 























Pat Meer Nurs- 
Date : ca ing 
tients visits | visits 
November 1949-December 

1950 1... 32 ee 3, 441 | 9,385 | 1, 301 
July 1950—June 1951________- 2, 486 | 9, 147 | 2, 897 
July 1951—June 1952_______-_- 22,910 | 9, 674 | 3, 448 

1 14 months. 2 Estimate. 


homes of selected patients by the clinical direc- 
tor or preceptors with the students, and by 
regularly scheduled case conferences, planned 
to help the students correlate medical and social 
information related to patient care. The clin- 
ical director, or one of his assistants, and the 
chief social worker selected cases for discussion 
from the list of active cases on the home care 
program. Six or eight cases were selected for 
each conference, and students were encouraged 
to initiate discussion on any or all of them. 


Social Work Education 


During the academic year 1951-52, two sec- 
ond-year students from the School of Social 
Work of the Richmond Professional Institute 
were assigned to the home care program for 
field work experience under the supervision of 
the chief social worker. 

Students were selected on the basis of their 
expressed interest in social work in a medical 
setting. They spent 2% days each week in 
home care from October to June, with the ex- 
ception of the school vacation periods. The 
school required 1% hours a week of individual 
conferences with the field supervisor. Liaison 
between the field supervisor in the home care 
program and the School of Social Work was 
maintained by the faculty adviser from the 
school, who visited the home care program twice 
a semester to read student records and to dis- 
cuss the students’ field work experience with the 
field supervisor. 


During the first week of their assignment to 
the program, the students were given a brief 
orientation, during which they met the staff and 
learned policies and procedures. An average 
of 10 cases a month were assigned to each stu- 
dent by the chief social worker. The supervisor 
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selected cases that would give the students the 
broadest possible experience within the limits 
of the setting. 

The students worked with patients and fam- 
ilies in situations in which the social problems 
were directly related to the illness and in which 
the family and the patient needed help in under- 
standing and adjusting to the problems created 
by the illness. The students were also given 
an opportunity, through case situations, to 
work cooperatively with community social 
agencies. In these situations, the students were 
responsible both for interpreting medical rec- 
ommendations to the social agencies and for 
bringing significant social data to the medical 
staff of the home care program. 


The social work students were responsible for 
providing casework services to patients, for 
maintaining social service records, for preparing 
summary reports to be included in medical 
records, and for attending staff conferences. 


Developments Within the Program 


Changes occurring since the inception of the 
program have been relatively minor. Because 
of staffing difficulties, the area served during the 
latter part of 1949 was limited, but on July 1, 
1950, it was expanded to include the entire city. 
On July 1, 1951, dental extractions and, upon 
request, nutritional and physical therapy serv- 
ices were provided by students from the Med- 
ical College of Virginia Hospital. The medical 
social service staff was increased from 1 in 1949 
to 3 in 1951. 

The staff of the Richmond Home Medical 
Care Program would like the following services 
added to the program: 

1. The services of a psychiatric consultant 
to work with staff members in planning patient 
care. 

2. Rehabilitation services to include a physi- 
atrist who could evaluate in the home a patient’s 
potential for physical restoration. 

3. Occupational therapy and nutrition serv- 
ices directly available in the program. 

4. Messenger services as needed for delivery 
of supplies to patients. 

5. The orientation program for medical stu- 
dents to be amplified to include more informa- 
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Table 11. Number of patients and numbers of services! provided by the Richmond Home Medical Care 
Program, by primary diagnostic category of patients, July 1951-June 1952 
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os f ti rvices were 
Ninnbercotrrcita Number of times se 












































used 
Total - 
- : ; 2 patients ‘a- 
Primary diagnostic category in pro- Medi- ante abd 
gram | Medi- cal Nurs- | receiv- | py Labo- | Home-| portia- 
cal |special-| ing ing 88 | ratory | maker a on 
ist social 
services 
US CM scl sy ie Di ae PD 2,910 | 9, 634 40 | 3, 448 637 | 5, 728 490 94 378 
Diagnoses usually chronic, total 3__ _- 666 | 3, 836 24 | 2, 468 287 | 2, 222 266 63 228. 
Tuberculosis, all forms____________ 35 35) je res 317 18 92 lh 5 Pe ae 10 
Malignant neoplasms_____________ 52 472 2 403 34 286 39 14 43 
muerzie.disorders.... 32-222 8-2. 52 222, By 3 14 160 Oy eats se 3 
Diabetes mellitus__........_____- 29 241 P22 eee 179 14 166 33 7 20 
Psychoneuroses and psychoses_____ 47 125 2 7 24 63 3 7 6 
Vascular lesions affecting central 

MELUOUS System 22ers kat 76 434 2 183 43 200 19 1 ' 35 
Other diseases of central nervous 

SiVS GOT mete ee e te  e 26 116 2 48 10 74 3 2 17 
Diseases of heart__.-_-......_..__ 140 | 1, 165 10 838 61 660 47 12 46 
Other diseases of circulatory system_ 81 511 1 390 41 292 42 14 15 
Diseases of genitourinary system___ 87 241 1 34 16 120 37 2 19 
Arthritis and rheumatism _________ 35 135 2 66 10 92 13 a 11 
Other diseases of bones and organs 

Gtemememont = 2292 6 SOC rie 2 Ul): Baka Pe lye On eee ee 3 

Diagnoses usually acute, total 3______ 2, 244 | 5, 798 16 980 350 | 3, 506 224 31 150 
Certain infective and _ parasitic 

diseases common among chil- 

Ue 404 | 1, 146 4 83 38 751 15 2 5 
Other infective and parasitic dis- 

CSE Sy ON a of aes 148 B56 ae 207 12 206 18 2 8 
imMleonolisin, Acute. oot Le oe LL 35 87 1 a 10 40 2 1 3 
Wiseasee OL eye ceuad 22S i By {UT pecan ea 10 4 17 2 2 2 
Diseases of ear and mastoid process_ 38 OG. EMS See ee 2 74 Fy eee ee ee [nae 
Acute upper respiratory infections 

and hypertrophy of tonsils and 

Gis GE ae aOR, SAE Oe eae 634 | 1, 511 2 103 73 | 1,066 41 12 6 
Influenza and pneumonia_-________ 105 305 ioe sates 41 20 292 34 2 14 
Other diseases of respiratory: sys- 

Lent nT ep ee oh NEES SEMIS anes TUDE 79 3135 | ae: 39 15 229 18} 2 8 
Diseases of digestive system_______ 131 328 1 21 20 183 15 1 15 
Complications of pregnancy, child- 

birth, and the puerperium_____-_ 35 CY a Ee Peer 31 5 29 ad See ee 10 
Diseases of skin and cellular tissue_ 67 DOD te eee 72 16 126 Soden Feces 11 
Congenital malformations and dis- 

eases peculiar to early infancy___ 38 67 1 if 4 11 2 2 3 
Accidents, poisonings, and violence_ 67 212 4 100 22 69 8 2 20 
Other specified diseases___________ 44 125 1 121 13 52 a ee 9 
Symptoms, senility, and ill-defined : 

Aor ieee Wee bi is. BOS een ce | ee 114 405 ie 62 41 206 33 2 25 
Special conditions and unspecified 
Peo ie) Nee 3 ed i Ae: 288 424 1 76 55 155 14 1 11 























nee ee eS eee 


1 All figures shown are estimates, based upon recorded data for the calendar year and adjusted upward to 
coincide with the estimated increase in the patient load. 

2 The primary diagnosis is shown for which patients were given services at some time during the year (or at 
time of admission for newly admitted patients). Sixth Revision, International List numbers for each diagnostic 
category are shown in table 6. ; 

3 The division of the diagnostic categories between chronic and acute is arbitrary. Most of the selection was 
based upon general usage, but some were selected because of the particular cases served on this program. 

4 Diseases included are scarlet fever, diptheria, measles, mumps, and whooping cough. 
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tion relating to nursing and to how the nurse __ ber 1949. During the 32-month period Novem- 


functions in the community. ber 1949-June 1952, more than 6,600 different 
Data on the number of patients served by patients received services through the home 
this program were not available before Novem- care program. 


Table 12. Percentage! of total patients and of various services provided by the Richmond Home Medical Care 
Program, by diagnostic category of patients, July 1951-June 1952 



































Total ee 
: Medical tients = 
. . : : patients Medical) special-| Nurs- | receiv- Trice Lab- | Home- ta 5 
Primary diagnostic category in ae fae ing ing 88 | oratory) maker ee 
pie visits | visits | social 
Sram services 
Diagnoses usually chronic 3___________ 23 40 60 72 45 39 54 67 60 

Tuberculosis, all forms___________-_ 1 2) Sees 9 3 2 a we pn 3 
Malignant neoplasms_____________ 2 5 5 12 5 5 8 15 11 
Allergic disorders__..___________-_- 2 2 SEL A) 2 3 any pene: = 1 
Diabetes mellitus___...___________ 1 7 i et 2 3 7 8 5 
Psychoneuroses and psychoses--____ 1 1 5 (4) 4 1 1 8 2 
Vascular lesions affecting central 

Nervous system... eo. eS 3 5 5 6 7 3 4 t 9 
Other diseases of central nervous 

By ebOMies 2 get Ree Le 1 1 5 2 2 1 1 2 a 
Denses of jieart._-.e ee 5 12 25 24 10 12 9 13 12 
Other diseases of circulatory system_ 3 5 3 1 6 5 8 15 4 
Diseases of genitourinary system___ 3 3 2 1 2 2 7 2 5 
Arthritis and rheumatism _________- 1 1 5 2 2 2 2 4 3 
Other diseases of bones and organs 

OL MOVeEMenGaes sea (4) (o> | ee eee (4) (4) [ai ttsepe Fe 1 

Diagnoses usually acute, total 3_______ id 60 40 28 55 61 46 33 40 
Certain infective and_ parasitic 

diseases common among chil- 

CLL G19 Fe aie es ne, eS tee IP Se 14 12 10 B77 6 13 3 2 1 
Other infective and parasitic diseases _ 5 Ne rae! ie 6 2 4 4 2 2 
‘Alcoholismeacntes t=. 22) eS 1 1 3 (4) 2 1 (4) 1 1 
Rineases Oliovers.< 3) sey la a Dots 1 (a se eee (4) 1 (4) (4) 2 1 
Diseases of ear and mastoid process_ 1 all er ee a ler (4) 1 (30 5) SR a) 
Acute upper respiratory infections 

and hypertrophy of tonsils aud 

ALONIOICE ee = 155 See Leer 22 16 5 3 11 19 8 13 1 
Influenza and pneumonia__________ 4 At Sear ewel ] 3 5 7 2 4 
Other diseases of respiratory system_ 3 i Se 1 2 4 4 2 2 
Diseases of digestive system. _____- 4 4 3 il 3 3 3 1 a 
Complications of pregnancy, child- 

birth, and the puerperium. ______ 1 AA es 1 1 (4) Ley eateee te 3 
Diseases of skin and cellular tissue __ 2% Qe Ls Shae 2 3 2 Jaloe te ee 3 
Congenital malformations and 

diseases peculiar to early infancy_ 1 il 3 (®) i (4) (4) 2 1 
Accidents, poisonings, and violence-- 2 2 10 3 3 1 2 2 5 
Other specified diseases. __________ 2 1 2 4 2 1 3s 2 
Symptoms, senility, and ill-defined 

ehisginses _ 2 See ae ee 4 4 2 2. 6 4 7 2 7 
Special conditions and unspecified 

PLAC ORES. Joe oa wee ee 10 4 2 2, 9 3 3 1 3 
































1 All figures shown are estimates, based upon recorded data for the calendar year and adjusted upward to coincide 
with the estimated increase in the patient load. 

* The primary diagnosis is shown for which patients were given services at some time during the year (or at time 
of admission for newly admitted patients). Sixth Revision, International List numbers for each diagnostic category 
are shown in table 6. 

’ The division of the diagnostic categories between chronic and acute is arbitrary. Most of the selection was based 
upon general usage, but some were selected because of the particular cases served on this program, 

4 Less than 0.5 percent. 

5 Diseases included are scarlet fever, diphtheria, measles, mumps, and whooping cough. 
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Since November 1949, the Richmond program 
has been providing home care services to about 
2,500 to 3,000 different patients per year. The 
number of home medical visits to patients has 
totaled more than 9,000 each year, and the 
number of nursing visits has shown a steady 
increase each year, from about 1,000 to more 
than 3,400 for the 1951—52 fiscal year (table 10). 

| 


Collection of Data 


The Richmond program utilized IBM equip- 
ment to obtain statistical information on pa- 
tients and services provided. Monthly sum- 
mary sheets made from the central patient 
records showed all patients who received serv- 
ices during the past month. IBM cards were 
then punched for each patient from the codde 


Table 13. Average number! of various services given by the Richmond Home Medical Care Program, by 
diagnostic category of patients, July 1951—June 1952 


















































Times Times Times 
: Total | Medical} Nursing drugs laboratory | transpor- 
Primary diagnostic category ? patients | visits visits | supplied, | services |tation sup- 
in per per per used, per | plied, per 
program| patient | patient | patient patient patient 
LRU) TSU TO aS A a ne eR 2, 910 aie is 2.0 0. 2 0. 1 
Diagnoses usually chronic, total 3_______________ 666 5. 8 Shore 3.3 .4 .3 
Ree uOniss Gi fOrmis~. 21M eet ek a Se 35 3. 9 9.1 2. 6 0 3 
Resienan neoplasins. a2. 52. hu 3 ios Sok 52 9. 1 ant 50 ah .8 
PSIIGEOICECISOLGCTS. =o Pt ee gE 52 4.3 43h Sal 2 ell 
Bree moreerineiliL sss a. te tg sc ek 29 8.3 6. 2 HY § jhe Sa f 
Psychoneuroses and psychoses__-_-___.______- 47 PAF eI ihe 8 all 6 il 
Vascular lesions affecting central nervous 

SVMceIe eee ey oot ae ter eS aes 76 nh 2, 4 2. 6 2 ao 
Other diseases of central nervous system______ 26 4.5 1.8 2.8 su si 
PPP OM MOAT fr ahs on ee ee Tt 140 8.3 6. 0 4,7 ae: .3 
Other diseases of circulatory system_________- 81 6. 3 4,8 3. 6 -5 42 
Diseases of genitourinary system___-________- 87 2.8 4 14 4 74 
tiers and rheumatism. 2200.02. 2222 35 3.9 1,9 2. 6 .4 .3 
Other diseases of bones and organs of move- 

DCT ene ene ek Te Se 1 ee 6 GDC Meee eee 2.8 ak 70 

Diagnoses usually acute, total ?_______________- 2, 244 2.6 .4 EO fal sil 
Certain infective and parasitic diseases com- 

Morenmongy ootUdron *. eo ge Le Ses 404 2.8 4 1.9 (5) (5) 
Other infective and parasitic diseases_——-_____- 148 2. 4 1.4 1.4 se su 
PACONOHSIt ACTEM aee eens Se ot ee ek 35 Pa. 18) 2 1 a1 41 
IDDIsORSes OLOV Gre 2 oer a ete ere a oa Ly, 24 . 6 1.0 oa alt 
Diseases of ear and mastoid process____-_- ~~~ _- 38 PA Se aa a 1.9 (Oe ale see rt oi 
Acute upper respiratory infections and hyper- 

trophy of tonsils and adenoids-~_--_--------- 634 2. 4 .2 Wad Aa Ae 
Influenza and pneumonia_____......--------- 105 3.8 .4 2.8 ar: a1 
Other diseases of respiratory system-_-_--__-_-~- 79 4.0 0 2.9 .2 All 
Diseases of digestive system___._.__-__------ 131 2.5 a2 1.4 <i aa 
Complications of pregnancy, childbirth and 

UO OCE H OLUTed i (ope (OUND Vat Ele ee oe A et ok ee 35 U9 a!) .8 ak 3 
Diseases of skin and cellular tissue___________- 67 ares ile ited?) (5) 32 
Congenital malformations and diseases peculiar 

LOVERTVeintanGy =a oe aa ee ee 38 1.8 tae Aa 1 mall 
Accidents, poisonings, and violence_____~----~-- 67 3. 2 1.5 1.0 1 a) 
Other specified diseases __---__--------------- 44 2.8 2.7 12, 3 ane 
Symptoms, senility, and ill-defined diseases ____- 114 3. 6 .5 1.8 3 2 
Special conditions and unspecified diagnoses - _ - 288 175 3 .o ug) (5) 











1 All figures shown are estimates, based upon recorded data for the calendar year and adjusted upward to 


coincide with the estimated increase in the patient load. 


2 The primary diagnosis is shown for which patients were given services at some time during the year (or at 


time of admission for newly admitted patients). 
category are shown in table 6. 


Sixth Revision, International List numbers for each diagnostic 


3 The division of the diagnostic categories between chronic and acute is arbitrary and based upon general usage 
but somre were selected because of the particular cases served on this program. 
4 Diseases included are scarlet fever, diphtheria, measles, mumps, and whooping cough. 


5 Less than 0.05. 
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summary sheets, and machine tabulations, pri- _ used for program planning and administration, 
marily of annual data, were made. Monthly teaching of medical students in the home care 
hand tallies were kept of the total numbers of | program, community planning, and research. 
patients, served, medical visits, and nursing For this program, the study team decided to 
visits. The statistical data collected have been use the fiscal year July 1951—June 1952 as the 


Table 14. Number and percentage ! of various types of medical visits, Richmond Home Medical Care Program, 
by diagnostic category of patients, July-December 1951 




































































Number Percent 
Visits made by— Visits made by— 
Primary diagnostic category 2 Total) | LT tal 
medical medical Pi 
visits pie Resi- | Precep-| visits “See Resi- | Precep- 
aane dents tors alone dents tors 
a Ba Sa a gt PS Se a ae 4,727 | 2,075 | 2, 300 352 100 100 100 100 
Diagnoses usually chronic, total 3__..________ 1, 960 765 969 226 41 37 42 | we! 64 
‘Luberculosissalliformsse2=-2 ee eee a es 67 22 32 13 1 il 1 4 
Mahienantmeoplasmsessa ==> eee) oe 248 88 121 39 5 4 5 11 
Allergieidisorderstes nt = ake ee eae 124 59 59 6 3 3 2 1 
Diabetessmellitust= === == see eee 124 42 68 14 3 2 3 +4 
Psychoneuroses and psychoses____________ 57 20 33 a it 1 il 1 
Vascular lesions affecting central nervous 
SV SUCTO RE Serrano ee rsee ) Sie 234 94 114 26 5 5 5 v 
Other diseases of central nervous system _ -_ _ _ 43 20 18 5 1 i 1 1 
Diseased Greer... 2 ee eee. ee 585 217 298 70 12 11 13 20 
Other diseases of circulatory system________ 212 87 107 18 4 + 5 5 
Diseases of genitourinary system___________ 138 63 65 10 3 3 3 3 
Arthritis and rheumatism__..._.__._._______ 96 44 39 13 2 2 2 4 
Other diseases of bones and organs of move- 
Lint) he ales ote Rie Pets veggies: Sothng <5 7, Mm TS 32 9 TD 8 1 (4) 1 3 
Diagnoses usually acute, total 3_.....-________ 2, (Of dvd LON Look 126 59 63 58 36 
Certain infective and parasitic diseases 
common among children §______________ 611 Bon 266 8 13 16 12 2 
Other infective and parasitic diseases______ 108 43 55 10 2 Pe 2 3 
Alechoholismacuieseec pee bee ti 49 10 36 3 1 (4) 1 1 
Diseases‘ ol eye. ose ee ee ae 9 2 if See (4) (4) (4) 90 eee ae 
Diseases of ear and mastoid process________ 30 19 LOgize2e t= il 1 Dh Seeeceeneere 
Acute upper respiratory infections and 
hypertrophy of tonsils and adenoids_____ 730 380 335 a) 15 18 15 4 
Influenza and pneumonia_ 2-222 os 141 68 ay 16 3 3 2 5 
Other diseases of respiratory system_______ 99 40 52 Th 2 % 2 2 
Diseases of digestive system._____________ 227 87 125 15 5 4 5 4 
Complications of pregnancy, childbirth, and 
the pusrperiimse 2262 <a eee 26 8 16 2 1 (4) 1 1 
Diseases of skin and cellular tissue_________ 129 61 59 9 3 3 3 3 
Congenital malformations and _ diseases 
peculiar to early infancy__..-_..___.____ 27 13 12 2 1 1 uy if 
Accidents, poisonings, and violence________ 114 49 53 1 2 3 2 3 
Other specified diseases____..____._________ 86 39 40 7 2 2 2 2 
Symptoms, senility, and ill-defined diseases_ 181 61 108 2 4 3 5 3 
Special conditions and unspecified diagnoses_ 195 93 94 8 4 5 4 2 
rN ae Se es a A 




















254 figures shown are estimates, based upon recorded data for the calendar year and adjusted upward to coincide 
with the estimated increase in the patient load. 

2 The primary diagnosis is shown for which patients were given services at some time during the year (or at time 
of admission for newly admitted patients). Sixth Revision, International List numbers for each diagnostic category 
are shown in table 6. 

3 The division of the diagnostic categories between chronic and acute is arbitrary and based upon general usage, 
but some were selected because of the particular cases served on this program. : 

* Less than 0.5 percent. 


5 Diseases included are scarlet fever, diphtheria, measles, mumps, and whooping cough. 
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period to be studied since it was the most re- 
cent fiscal period ended before the time of the 
study. At that time, the summary sheet cod- 
ing of individual patient records and the ma- 
chine processing of data had not been com- 
pleted for the 6-month period January—June 
1952. Consequently, statistical data from the 
IBM punchcards were obtained and tabulated 
for the calendar year 1951. The program staff 
was in agreement that the general types of 
patients and services given had not changed 
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from 1951 to 1952, but actual numbers of 
patients and services were known to be larger. 
By use of ratios, all figures were adjusted up- 
ward to concur with the estimated increase in 
total patients and services provided during the 
fiscal year 1951-52. It was believed that the 
resulting estimates of quantitative data for 
1951-52 would give reliable indications of 
certain general characteristics of the Richmond 
home care program, 
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Montefiore Hospital Home Care Program 


New York, N. Y. 


Origin of the Program 


Montefiore Hospital, a voluntary hospital for 
chronic disease, located in the Bronx (1 of the 5 
boroughs of New York City) established a 
department of home care in January 1947 to 
demonstrate the feasibility of caring for indigent 
and medically indigent patients with long-term 
illness in their homes through an extension of 
hospital services. 

The program was initially financed by the 
New York City Cancer Committee and the 
Greater New York Fund and served selected 
patients living in the Bronx and upper Man- 
hattan, an area easily accessible to the hospital. 

The plan for home care was projected by the 
director of Montefiore Hospital in 1946 to 
alleviate overcrowding in the hospital by pro- 
viding extramural hospital care at home. It 
was believed that it would provide a laboratory 
for the observation, evaluation, and better 
understanding of the social, emotional, and 
environmental factors which are known to be of 
great importance in illness. It was also ex- 
pected that the program would effect savings in 
the cost of hospital care and reduce the need 
for costly hospital construction. 

The program provided the following services 
to patients: medical, nursing, social service, 
physical and occupational therapies, house- 
keeping service, hospitalization, medication 
and medical supplies, laboratory and other 
diagnostic tests, X-ray, sickroom equipment, 
and transportation. 


Program 1951-52 


This section of the report is primarily con- 
cerned with a description of the home care 
program during the fourth year of operation, 
July 1, 1951—June 30, 1952. Statistical data 
were abstracted from individual patient records 
and from figures already compiled within the 
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program. Cost data were obtained directly 
from records kept by the program. 


Administration 


The home care program was one of three sub- 
divisions in the division of social medicine of 
Montefiore Hospital. Administrative responsi- 
bility for its operation was delegated to the 
home care executive (a physician) by the chief 
of the division of social medicine. In addition 
to the home care executive, the staff consisted 
of 4 half-time physicians, a half-time social 
work supervisor and 2 full-time and 1 half-time 
medical social workers, a public health nursing 
consultant 1 day per week, a physical therapist, 
2 occupational therapists, an administrative 
secretary, 2 clerks, and 1 messenger. 

The home care executive devoted approxi- 
mately one-half of his time to administrative 
duties and to the supervision of the home care 
staff physicians and one-half, to the care of 
patients. The physicians serving on the home 
care staff were practicing physicians in the 
city and had appointments on the attending 
staff of the hospital. 

The chief of the social service department of 
Montefiore Hospital was also assistant chief of 
the division of social medicine and was responsi- 
ble for the social aspects of program planning 
for home care. The supervision of the home 
care staff social workers was delegated to a 
supervisor from the hospital social service 
staff, who was assigned half-time to the home 
care program. 

A public health nursing consultant from the 
Visiting Nurse Service of New York spent 1 
day a week in the home care program, partici- 
pating in program planning, providing consulta- 
tion on the nursing aspects of the program, 
and serving as coordinator of nursing services to 
patients. 

The chief occupational therapist was re- 
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sponsible for the planning and supervision of the 
occupational therapy program. | 

The physical therapist was responsible for 
providing a variety of physical therapy treat- 
ments to patients under the technical super- 
vision of the home care physiatrist, one of the 
staff physicians. 

The administrative secretary was responsible 
for all clerical functions in the office. ) 

The messenger was responsible for cleaning 
and maintaining equipment, packing physi- 
cians’ bags, maintaining a stock of medical and 
sickroom supplies, and delivering these supplies 
to patients when families were unable to call 
for them. 

Funds were available in the home care budget 
to pay for limited housekeeping services in 
selected situations, up to a maximum of 10 
hours per week. 

Arrangements were made with other depart- 
ments within the hospital to provide the follow- 
ing services: 

1. Medical consultation in the home or in 
the outpatient clinic by physicians from the 
specialty departments of the hospital. 

2. X-rays in the X-ray department. 

3. Processing of laboratory and other diag- 
nostic tests in the hospital laboratory. 

4. Medications from the hospital pharmacy. 

5. Medical and sickroom supplies from the 
hospital supply department. 

6. Hospitalization for home care patients as 
needed, without delay. 

Services not available within the hospital 
were arranged for through working agreements 
with the following community agencies: 

1. The Visiting Nurse Service of New York was 
to provide nursing consultation to the program 
1 day per week at the rate of $4 per hour, and 
nursing care to patients at the rate of $2.85 for 
the first 45 minutes and 50 cents for each addi- 
tional 15 minutes Progress reports were to be 
made on patients after the first visit and each 
month thereafter 

2. An ambulance company was to provide 
ambulance service at the rate of $8 per trip and 
oxygen and hospital equipment at scheduled 
rates. 

Source of Funds and Costs of Services. The 
operating budget of the Montefiore Home Care 
Program was $95,521.07 for the fiscal year 
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1951-52. A total of 181 different patients were 
on the program for 29,330 patient days during 
the year, at an average cost of $3.26 per patient 
day. The sources of funds were: 

Source of funds Amount 


Federation of Jewish Philanthropies______ $55, 909. 02 
Other sources 


New York Cancer Committee_________ 12, 000. 00 
Commonwealth Pund2= a s28222 925. 16, 667. 00 
Patient fees (including welfare depart- 

Mets Ay. Cuts) see es ee eee ae 2, 355. 75 
Hstate.ot, ClairesHs Weill .sueueeeno 4, 405. 95 
Hstave.o1 Hlorina waskers = asses 4, 289. 00 

Crossan COME. b0 lalla: = =e eer 95, 626. 72 

Less payment of New York Heart 
Association (adjustment from pre- 
ViLO US SY CSLT ae eee ee eee 105. 65 

INGtRIMNCOMC. Ss ee eee ee $95, 521. 07 


The Federation of Jewish Philanthropies, the 
prime source of support for the Montefiore 
Hospital, furnished about 59 percent of the 
program budget Most of the remainder came 
from various private organizations and estates. 
Patient fees provided about 2 percent of the 
total funds. 

Detailed data on costs are shown in table 1. 
Certain known administrative and overhead 
costs were absorbed by Montefiore Hospital 
and were not separated out for the home care 
program. These costs included the part-time 
services of a social work supervisor, services of 
the hospital accounting and purchasing depart- 
ments, and rent, heat, light, and so on. 


Operational Policies and Procedures 


The policy of the home care program was to 
provide care to selected indigent and medically 
indigent patients with chronic iulnesses living in 
the Bronx and Upper Manhattan. Patients 
having active pulmonary tuberculosis and men- 
tal illnesses were not accepted for care. Pa- 
tients whose incomes were not adequate to meet 
their medical needs were considered to be medi- 
cally indigent. Patients who were financially 
able to pay a maximum of $25.00 per month for 
physician’s services were not eligible unless their 
total medical needs exceeded that amount. 

Referrals were accepted from Montefiore Hos- 
pital, other health and welfare agencies, and pri- 
vate physicians. Medical abstracts were ob- 
tained from patient records for persons referred 
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Table 1. Recorded costs of services provided by 
the Montefiore Hospital Home Care Program, 
July 1951-June 1952 





Type of service Cost 
Total. ee eee eee eee $95, 521. 07 
Direct Ser0iCesetOu PAULChisee ae = a 75, 483. 61 
Personnel, Stotalaztecese so eee ee 56, 853. 85 
Home care executive (half-time)____| 4, 501. 32 
Visiting physicians (4 half-time)__--| 17, 137. 94 
Consulting physician’s fees_______ ~~ 1, 830. 00 
Visiting nurse service !____________ 4, 318. 75 
Socialeworkerd(s sos". =e ee 10, 736. 96 
Physical pherapistee: 2.5.2). 3, 137. 74 
Occupational therapists (2)_______- 5, 814. 26 
Clinical psychologist (part-time)____| 1, 368. 50 
Dentist eee ee SEs See 99. 08 
Htousekeepersa. tee see eee eee 7, 909. 30 
Other services and supplies__________--- 18, 629. 76 
Mab oratory en see eee eye Sa 1, 203. 50 
ERTS Vinee en eet ae Se ee 867. 00 
Hospitalequipment #202 2, 506. 70 
Medications and medical supplies__| 9, 377. 59 
Orthopedic appliances____-_______- 581. 34 
Hy erp lasseqem mee see eee Ls ks B3R Ol 
OXY CCl see ee ee 1, 507. 16 
Occupational therapy supplies_____- 996. 44 
(BlOOd seme naman ee ne et) Ee 525. 00 
{Wyeites sepa ey 2 eee as ol ee 182 ee er Be 37. 91 
Ambulance expense______.-._____-_ 993. 21 
Administration and other expenses_____ ~~ 20, 037. 46 
Personnel otal see se oc eae Sese eeu 13, 277. 48 
Home care executive (half-time)____| 4, 501. 33 
Administrative secretary and clerks 
(2) zion Ser Sa f 7, 162. 73 
Mossengors tia abet merce cre 1, 613. 42 
Other expenses, total #___--___________- 6, 759. 98 
Conference expense_______________-_ 746. 30 
Printing and postage________.______ 145. 73 
Office supplies and equipment_____-_ 411, 21 
Telephone and telegraph___________ 480. 00 
Room and board—employees______ 806. 75 
Transportation of staff_.__.________- 2, 469. 83 
Automobile maintenance_________- 414. 98 
Socialisecuritye sec eee ee 443. 12 
Compensation insurance___________ 718. 64. 
Miscellaneous See eo eS 123. 42 








1 Includes services of part-time nurse consultant at 
$4 per hour. 

2 2 full time, 1 half time. Does not include services 
of part-time social work supervisor. 

_ 3 Includes rent of large equipment only. Does not 
include small items such as bedpans, hot water bottles, 
and so on. 

_* Does not include such overhead expenses as the 
time spent on home care by the Montefiore Hospital 
accounting and purchasing department staff, or cost of 
heat, light, and space. 


Nore: Average cost per patient day, $3.26. 
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from Montefiore Hospital; and requests were 
made for medical abstracts on patients referred 
by private physicians and by other hospitals. 
All patients referred for care were examined by 
a home care physician, who consulted with the 
patient’s attending physician. 

All patients considered medically eligible were 
referred to the medical social service staff work- 
ers of the home care program for a social evalu- 
ation. 

Criteria for Service. Patients were considered 
suitable for home care if they met certain cri- 
teria. The medical criteria were: 

1. Patient had had a complete medical work- 
up and the plan for treatment was such that 
services could be provided in the home. 

2. Patient required a physician’s visit at 
least every 2 weeks. 

The social criteria were: ; 

1. A physically suitable place existed in 
which the necessary care could be given. 

2. There were family members or others to 
assume necessary responsibilities in the home. 

3. The patient was emotionally ready and 
able to leave the hospital. 

4. The status of family relationships and the 
home conditions were conducive to the welfare 
of the patient. 

5. The patient’s presence in the home was 
not or would not be incompatible with the wel- 
fare of the family. 

After patients were accepted for home care 
and were at home, they were referred to the 
Visiting Nurse Service of New York for at least 
one visit. During this visit, the patient’s need 
for nursing care was evaluated and plans were 
made for providing necessary nursing care, 
teaching members of the family how to give 
care, and giving general health instruction to 
the patient and his family. 

Patients accepted for home care were also 
visited in their homes by the occupational ther- 
apist, who determined their need for and gen- 
eral interest in occupational and diversional 
therapy. Following these visits, patients were 
discussed with the physician and plans were 
made to institute some type of therapy for 
those who were interested and who were not too 
sick to carry on some type of activity. 

When, in the opinion of the attending physi- 
cian, alone or in consultation with the physi- 
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atrist, patients required physical therapy, they 
were referred to the therapist with specific 
orders. 

When services of community agencies were 
required, the patient was referred by telephone 
and the referral was later confirmed in writing 
on appropriate forms. 

An individual cumulative case record was 
maintained for each patient and was on) file in 
the home care office. This record included 
identifying data, medical abstract of previous 
medical care, medical history and _ progress 
notes, complete social information, and routine 
summary reports from the nursing agency. Cor- 
respondence and summary reports, when re- 
ceived from other agencies, were incorporated 
in this record. 

Staff conferences were held weekly under the 
leadership of the home care executive. These 
conferences were devoted to discussions of 
patient care and administrative policies and 
procedures. When conferences were centered 
around planning for patient care and involved 
participation with other community agencies, 
representatives from the respective agencies 
were invited to attend. 

Once a month, each staff physician reviewed 
his case records with a staff social worker. 

Monthly conferences were held by a medical 
consultant from the hospital with individual 
staff physicians to review case records and to 
visit selected patients with the physician. 


Services to Patients 


A total of 181 different patients received serv- 
ices during the fiscal year 1951-52. The 
amounts and types of services provided to these 
patients are indicated in table 2. (For data 
by diagnostic category, see tables 10 and 11.) 

Medical Services. Direct medical services to 
patients in the home were provided by the home 
care executive, staff physicians, and consultants 
from the hospital staff. The range of medical 
services included histories, physical examina- 
tions, administration of medications, drawing 
blood for laboratory analysis, diagnostic and 
therapeutic procedures such as electrocardio- 
grams, chest and abdominal taps, transfusions, 
and surgical procedures. Consultant services 
in most of the special fields of medicine were 
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provided to patients either in their homes or 
in the outpatient department of the hospital. 
An average of 22 visits were made to each 
patient on the program during the year. Using 
as a base the average length of patient’stay, 
which was almost 23 weeks, this would give an 
average of slightly less than 1 visit per week 
per patient. Consultations by medical special- 
ists were provided to 72 patients, or 40 percent 
of the total patients on home care during the 
fiscal year 1951-52. An average of 2.3 visits 
were made to each patient receiving medical 
consultant services. 

Nursing Services. Direct nursing care to 
patients was provided under the direction of 
the Visiting Nurse Service of New York. The 
range of services, as prescribed by the physi- 
cians, included such care as dressings, injections, 
health instruction and teaching members of 
tbe family how to care for the patient, and 
assisting the physician with such therapeutic 
procedures as transfusions and surgical pro- 
cedures. An average of 15.1 visits were made 
to 133 patients, or about 74 percent of all pa- 
tients on the program during the year 1951-52. 

Social Services. Direct medical social case- 


work services in the home were provided by the 


staff medical social workers. The range of serv- 
ices included helping patients and families 
adjust to the social and emotional problems in- 
volved in having a sick person in the home; 
giving support and encouragement to patients 
and to families in their ability to care for 
patients in the home; helping patients and 
families utilize community resources to meet 
economic needs and social problems not related 
to the illness situation; helping patients and 
families plan for patient care when home care 
was no longer a suitable plan. All of the 
patients were visited in the home by a medical 
social worker at least once in 6 weeks, during 
their stay on the program. Some of the patients 
were visited much more frequently, and in some 
instances their families were interviewed in the 
office. During the study year, according to 
summary figures provided by the social service 
department, the home care medical social work- 
ers had 1,235 interviews with patients and 
families in the hospital or in the home care office 
and 866 interviews in the home. 

Physical Therapy. Physical therapy was 
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provided by the staff therapist. The range of 
service as prescribed by the physiatrist included 
such therapeutic procedures as corrective exer- 
cise, massage, short wave and_ ultraviolet 
treatments, and wax therapy. The physical 
therapist also served as a chiropodist, especially 


Table 2. 


to diabetic patients. 








Type of service 














Total patients 7ecelvine Services. = aoe eee ee 


Staff piipereratis\(wisite) ove a ee le eer, SU Mek ee os. 2 eee 
Medicaltcensultations: (Visits) =.= e” See ee ee ee eee 
IN Orsini eSvisl(S "2" Sees ieee eS a ee ee eee eee on 


Socialysenvice tee es oe ee Ae ee 2. ee 
Physicalgthera py2eee seater ae ee ee ee ee ees 
Occupational thera p yee. oe oe ee ee eee ee Ce ee 


Housekeeping (hours) sees cet nee Se oe eee eae ee 
Liab OLatOrvesCrVICeSie Serene ee te Os ee es Cee 2. ene 
XHP ays Hoe See in aes ats Spe 2 oe ee eet bee 


Hospitaliequipmient 320 2s: ae Soe Se eee eee =. J ee eee 
Medications ;(presorip tl ons))o oscars eee ee ee pe ee oe 
BICCTLOCATCIO STAIN Soe eee ee ee ee ere ps re 
Blood iiranstusions: see cae week ee ee, Lee eee es, eee 
Paracentesessand thoracentesesxs= oe = see ee See 
Ambulance Transporta vlon vase ees. re ee ee oe ee 
Oxygentianks* Sees Sarita! ee Oe ie Saee eeeeer tS ee 








Thirty-two patients, or 
18 percent of the total, received some physical 
therapy during the fiscal year. 
each received an average of 28.8 home visits. 
Occupational Therapy. Occupational therapy 
was provided by staff therapists. 


These patients 


The range 


Services to patients, Montefiore Hospital Home Care Program, July 1951-June 1952 











Patients receiving Average 
services visits per 
at Number | “patient 
S receiving 

Number Percent each service 

181 100: 0 ee eee 

1178 98. 0 3, 911 22. 0 

72 40. 0 169 2.3 

133 74. 0 2,014 i Ab 

(2) Blok Ss a eile ee ol 

32 18. 0 922 28. 8 

92 51.0 646 fis) 

44 24. 0 82513 tee = eee 

118 65. 0 1; 008 :'| Ree Sees 

68 38. 0 [28 a. wea eee 

68 38. 0 4c: QQigt 22 et Seeete 

181 100. 0 DD, SON ss ees 

27 1550 31 Wee ee eee 

10 6. 0 DA Bhaghr's Of 8 ole Ae 

INVEA. | Lee ee ee WB (at [rs ag ce aia 

74 41.0 121 ee Bee 

21 12.0 | 24a Se eee eit 








N. A.—Not available. 





1 This table is based upon the total number of different patients receiving any kind of service during the fiscal 


year 1951—52. 


Some of these patients may have been on the program for the entire year, and some only a few days. 


The three patients not recorded as receiving home visits were probably discharged from home care within a few 


days after the year period began, 


2 It was not possible to abstract social records to obtain data comparable to home visits by other professional 


personnel. See text (page 37) for quantitative data. 


3 Data collected by Montefiore program staff after completion of the study. 


440 beds, 32 wheelchairs and 8 other pieces of miscellaneous equipment. 























Table 3. Referrals to the Montefiore Hospital Home Care Program, July 1951-June 1952 
Total referrals ! New admissions Readmissions 
Source of referral 
Number | Percent | Number | Percent | Number | Percent 

Total. ceo eee ee: ee 299 100 83 100 100 
Montefiore: Hospital wards 22522) sess. ae 200 67 69 83 91 
Montefiore Hospital outpatient department_____-_ 20 7 3 4 5 
Montefiore Hospital waiting list_____________ ee 4 1 3 42 Sos ee aol 2 ees 
Other hospitals3::22/) See ee ee ee 38 13 1 i I) (ek eee BOs | Slew 
Other institutions and agencies_________________ 3 1 2 2 4 
PIVate: PHYSICIANS Sees ae eee 34 iG 5 G22 eee So ee 























1 Total referrals include 133 rejections by home care and 166 acceptances, of which 83 are new admissions and 


83 are readmissions. 


338 


A Study of Selected Home Care Programs 


of services covered both occupational and 
diversional therapy and included such/activities 
as knitting and leather work. About 51 per- 
cent of all patients on the program were pro- 
vided with some type of therapy during the 
year. Each patient provided with therapy 
received an average of 7 visits. 

Housekeeping Services. Housekeeping serv- 
ices, which included cleaning, cooking, and 
shopping, were provided, when necessary, to 
patients and families. Forty-four patients, or 
24 percent of all patients, received some house- 
keeping service during the year. 

Other Services. Virtually all of the patients 
on home care received some additional services. 
Table 2 shows the types and amounts of these 
services provided during the study year. 


Characteristics of Patients 


Two hundred and ninety-nine prospective 
patients were referred by formal written appli- 
cation to the home care program during the 
fiscal year 1951-52. Of these, 83 were accepted 
as new admissions, 83 were readmitted to the 
program, and 133 were rejected. About 67 
percent of the total referrals were Montefiore 
Hospital ward patients. About 83 percent of 
the new admissions and 91 percent of the 
readmissions had been referred from the 
Montefiore Hospital wards (table 3). 

Other hospitals accounted for 13 percent and 
private physicians, for 11 percent, of the total 
referrals, including both those rejected and 
those accepted. Eight percent of referrals were 
originated by the Montefiore Hospital Out- 
patient Department or were from the Monte- 
fiore Hospital waiting list. The remaining 1 
percent came from other institutions or agencies. 

Rejected patients amounted to about 45 per- 
cent of the total written referrals. The reasons 
for rejection are shown in table 4. The termi- 
nology used in this table to indicate reasons 
for rejection is that used by the Montefiore 
program. Two of the categories could be 


classified as medical reasons for rejection. The 


first, ‘‘medically unsuitable,” comprised 70 
patients, or more than half of the total rejec- 
tions. A survey of the types of patients classi- 
fied in this group showed that at least 28 were 
rejected because they did not require medical 
visits at biweekly intervals but were considered 
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as primarily nursing, physiotherapy, and/or 
custodial cases. Most of the remainder were 
too ill or needed too extensive care to be 
discharged from the hospital. 

The second medical reason for rejection was 
that the patient was able to attend the out- 
patient department. This group made up 16 
percent of the total rejections. Added _ to- 
gether, the two medical reasons accounted for 
91, about 69 percent, of the rejections for serv- 
ices under the home care program. 


Table 4. Rejection of patients referred to Monte-— 
fiore Hospital Home Care Program, July 1951- 
June 1952 





Patients re- 

















jected 
Reasons for rejection ! 
Num-| Per- 
ber cent, 
PU Oba I ws std 1 ON fe Pe sere in Jae, 133 100 
Medically unsuitabley___ =o 2222223- 2" 70 53 
Able to attend outpatient department _-_ 21 16 
Inadequate home situation____________ 12 9 
INOshome ree fap te tee <p ek eee 3 2 
Patient does not want home care-_---_-_-_ 4 3 
Can afford private medical care________ 7 5 
Geographically ineligible___.___________ 4 3 
Patient deceased before evaluation 
TMA ees oa A ree. ee es 11 8 
Admitted to another home care pro- 
a a meee ah ae Peres Sees See 1 1 














1 According to classifications used by the program. 


A total of 26 referred patients, or about 
19 percent, were rejected for socioeconomic 
reasons—inadequate home situation, no home, 
patient did not want home care, patient could 
afford private medical care. A group consisting 
of 11 patients, or 8 percent, were deceased 
before an evaluation could be made; and 3 per- 
cent were refused for geographic ineligibility. 

Age, Sez, and Diagnosis. A total of 181 
different patients received services under the 
home care program during the fiscal year 1951-— 
52. (In this total, each patient is counted only 
once, no matter how many times he may have 
been readmitted to the program during the 
year.) The average daily .census during the 
year was 80 patients. 

A major proportion of the patients were in the 
middle and older age groups, as shown in table 
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5. Persons 45 years and over accounted for 71 
percent of the total patient population during 
the year, and 29 percent were 65 years and older. 
About 5 percent were under 15 years of age and 
17 percent were between the ages of 15 and 44 


years. 


years (table 5). The median age was 58.6 


There were about two females for every male 
patient served on the program. The same 
ratio between males and females held for new 


Table 5. All patients receiving home care and patients newly admitted during the year to the Montefiore 
Hospital Home Care Program, by age and sex, July 1951-June 1952 





All patients 





















































Newly admitted patients 






































Age Both sexes Male Female Both sexes Male Female 
(years) ea 

Num-| Per- |Num-| Per- | Num-| Per- | Num-| Per- | Num-| Per- | Num-/| Per- 

ber cent ber cent ber cent ber cent ber cent ber cent 
EOta 2s pee aoe 181 100 59 100 122 100 83 100 27 100 56 100 
Underst sweet os 2 aes. 8 5 5 8 3 % 4 5 D, fi 2 4 
15-44: pee ee eee Sil 17 8 14 23 19 10 12 3 a I 12 
45—6 40a hes LA re 76 42 26 44 50 Al 36 43 13 49 23 41 
65 8uGtoVelr2 === 53 29 18 Si 35 29 26 31 i 26 19 34 
Unknowinees ass) ae ae ily G Be 3 11 9 ff 9 2 7 5 9 




















Nore: Median age for both sexes, 58.6 years; for females, 59.0; for males, 57.7. 





Table 6. All patients receiving home care and new admissions to the Montefiore Hospital Home Care Pro- 
gram during the year, by diagnostic category, July 1951-June 1952 





Diagnostic category } 


Total, all diagnoses 


Heart disease (410-443) 


Arteriosclerotic heart disease and coronary disease (420) 
Rheumatic heart disease (410-416) 
Other heart disease (421—443) 


Other cardiovascular disease 


Rheumatic fever (400—402) 
Vascular lesions affecting central nervous system (330-334) 
Other diseases of circulatory system (444-468, 754) 


Malignant neoplasms (140-205) 
Diabetes mellitus (260) 
Arthritis (720-727) 


Tuberculosis 2/(001-O19) eee oe ee ee ee 
Allergic, endocrine system, and metabolic disease (240-254, 270-289) ____ 
Diseases of central nervous system, except vascular lesions (340-857, 751) - 
Diseases of respiratory system (470-527) ..._______--.._-.-..._______. 
Diseases of genitourinary system (590-637, 757) 
Accidents (N800-N999) 
All other specified diseases, residual 





1 Primary diagnoses only. 
2 Nonrespiratory cases. 
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All patients 


New admissions 






































Figures in parentheses are Sixth Revision, International List numbers. 


Number] Percent |Number| Percent 
181 100 83 100 
55 30 27 32 
22 12 15 18 
21 EEL ff 8 
12 ef 5 6 

prea 9 6 7 

3 2s |e. epee eS aa 
2 iL 1 i) 
11 6 5 6 
57 31 25 30 
10 6 6 ih 
8 4 3 4 
10 6 3 4 
25 14 13 16 
2 1 1 1 
6 3 4 5 
3 2 1 1 
5 3 1 1 
2, 1 2 as 
1 1 1 il 
6 3 33 4 
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Table 7. Patients receiving home care services by 
the Montefiore Hospital Home Care Program, by 
total length of stay on the program, July 1951- 
June 1952 

















Patients 

Length of stay mA 
(days) 

Number | Percent 
AO Gees LS oe BE ee 181 | | 100 
ECSS ULAIT SE! OU eee aera eae 59 33 
PSO— Sh Gioteeencs uy ah Ley oe ess 42 23 
BOOr Ml eae ae eta eS ag 46 25 
FPADI GVA patie ae kde tet laa Rae Mak aha 16 9 





Norts: This table shows the length of stay of the 
patients as of February 15, 1953, at which time 48 of 
the 181 patients were still active. The total length of 
stay was thus not complete for this group.’ In addition, 
there was probably a small group of patients in the 
hospital at that time who were subsequently readmitted 
to the home care program for a further stay. The 
total patient-days for this group of 181 patients was 
77,338, as of February 15, 1953. The mean length of 
stay was 427 days; the median length of stay was 310 
days. 


admissions during the year. There were no 
significant differences between the proportions 
of males and females served in each age group. 

Malignant neoplasms, heart disease, and 
other cardiovascular disease ranked as first, 
second, and third, respectively, out of the 
various primary diagnoses of patients cared for 
on the program (table 6). Patients in these 
three categories together accounted for about 
70 percent of all 181 patients treated. There 
were 57 patients with malignant neoplasms, 55 
with heart disease, and 16 with other cardio- 
vascular disease. There were 10 or fewer 
patients in each of the other diagnostic cate- 
gories. 

Although this home care program served both 
indigent and medically indigent patients, few 
were strictly indigent. Of the 83 patients 
newly admitted to the program during the 
fiscal year, only 7 were receiving public financial 
support at the time of admission. 

Length of Patient Stay. During the fiscal year 
1951-52, the average length of stay on home 
care for 181 patients was 162 days, or about 
23 weeks. (There was a total of 29,330 patient- 
days during the year.) Many of these patients 
spent interim periods in the hospital and then 
were readmitted to home care within the year. 
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Many patients have received services under 
the home care program for several years. The 
total length of stay of the 181 patients from 
first admission date through February 15, 1953 
(the date of the field study) is shown in table 7. 
About 67 percent of the patients were on the 
home care program for 180 days or more. The 
length of stay for 44 percent was approximately 
1 year or longer. Ten percent of the patients 
served during 1951-52 had been on the home 
care program for at least 1,080 days, or about 
3 years. (Interim periods in the hospital were 
not included.) Average length of stay for the 
181 patients was 427 days, or about 1 year and 
2 months. 


Discharges. Of the 181 patients on the home 
care program, 138, or 76 percent, were dis- 
charged at least once during the year, and 34, 
or 19 percent of the total patient load, had 2 
or more discharges (table 8). In the case of 
72 percent of these discharges, the patient was 
admitted to a hospital—there were 127 admis- 
sions to Montefiore Hospital and 6 admissions 
to other hospitals from home care. The three 
major reasons for admission to the hospital 
from home care were: (a) the patient became 
too ill to be cared for at home; (6) the patient 
required special care which could best be given 
in the hospital; or (c) the family could no longer 
take care of patient at home. Many of the 
patients who entered Montefiore Hospital were 


Table 8. Discharges of patients from home care, 
Montefiore Hospital Home Care Program, by 
reason for discharge, July 1951-June 1952 














Discharges 
Reason for discharge 

Num-/| Per- 

ber cent 
Poteet srl ee eC OI 88 100 
No further medical care indicated_____-_ 1 1 
To outpatient department or clinic____- 26 14 
To Montefiore Hospital____.__________- 127 69 
‘iG othermnospitalsseeee ee es 6 3 
LO-OLOCE ANS TE bIO Sarees eee ers 7 4 
DiedistehOmets ss ame aes one eee 12 ff 
Movedioutiofstowne se. eee eee 2, 1 
Ophertandumknown 2 ee ee 2 i! 


Note: 1388 patients were discharged at least once 
during the year; 34 patients were discharged 2 or more 
times; 9 patients were discharged 3 or more times; 2 
patients were discharged 4 times during the year. 
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readmitted to the home care program later on 
during the year. Of 83 readmissions to the 
program during the fiscal year, 77 were from 
Montefiore Hospital. 

Twenty-six patients were referred for clinic 
care, 7 patients entered nursing homes or similar 
facilities, and 12 patients died while on the 
program. Only 1 patient was discharged with 
no further medical care indicated. 


Home Care and Professional Education 


The only formal educational program con- 
nected with the Montefiore Hospital Home 
Care Program was one for practical nurse stu- 
dents. However, graduate students from sev- 
eral schools observed the program for varying 
lengths of time. Students from the School of 
Public Health of Yale University spent 1 day 
observing and in conference with the home 
care staff. Third-year medical students from 
the College of Physicians and Surgeons, Colum- 
bia University, and the Cornel] University 
Medical College, and nursing students from 
Teachers College, Columbia University, spent 
one-half day observing and in conference with 
the program staff. 

Students of medical social work assigned for 
field experience to the social service department 
at Montefiore Hospital were assigned a patient 
on the home care program so that they might 
have the opportunity of pecoring familiar 
with this method of care. 

In addition, members of the home care staff 
participated in seminars at several of the 
universities. 

Because the use of practical nurses to care 
for the sick at home is expected to expand, the 
school for practical nurse training, Montefiore 
Hospital, initiated a 2-year study in October 
1952 to determine the functions and services 
the practical nurse is best prepared to carry 
out in the home.! 


Subsidiary and corollary to this main objec- 
tive, the following points were considered: 
1. What is the role of the practical nurse in 
the home? 
(a) Without immediate supervision. 


1Practical nursing training program, Montefiore 
Hospital— Unpublished material. 
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(b) Asamember of an organized home care 
team. 
(c) Asa member of a visiting nurse service. 

2. How much of the training year should be 
devoted to training in the home? 

3. What is the nature of the training in the 
home? 

(a) Techniques. 
(6b) Conferences and seminars. 
(c) Homemaking duties, and so on. 

4. In addition to training in the home, what 
changes are desirable in the basic curriculum 
of the practical nurse’s training which will en- 
able her to do the best job in the care of the 
sick at home? 

5. What is the cost of such a program? 

All practical nurse students were assigned to 
the home care program for a period of 3 weeks 
during the last quarter of their 1-year training 
period. A public health nursing supervisor, 
assigned to the home care program from the 
training school office, was responsible for 
planning their field work and supervising them. 
The student’s orientation to the program in- 
cluded two 4-hour conference periods with the 
public health nursing supervisor, who explained 
the home care program, duties of the home care 
staff members, and the adaptations of nursing 
techniques to the home setting; 2 days in 
visiting the homes with various team members 
to observe their activities; and 2 days in visit- 
ing and observing in the homes with another 
practical nurse student or a public health nurse 
from the Visiting Nurse Service of New York. 

Patients to be visited by practical nurse 
students were selected by the public health 
nursing supervisor. Students were introduced 
to the patients they were to serve by the super- 
visor, another practical nurse student, or a 
public health nurse from the Visiting Nurse 
Service of New York. 

Practical nurse students were allowed to carry 
out the following procedures: 

1. Complete general care. 

2. Temperature, pulse, and respiration. 

3. Dressing of pressure sores which are not 
extensive. 

4, Simple dressings. 

5. Prepare and give unsterile vaginal douche. 

6. Prepare and give cleansing enema, colonic 
irrigation, and colostomy irrigation. 
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7. Measure and give all oral medication. 

8. Prepare and give subcutaneous injections 
by hypodermic when no fractional dose is 
involved. 

9. Continue help in crutch walking, light 
massage, or exercise. 

In addition, they were responsible for: 

1. Providing nursing care and treatment to 
patients assigned by program supervisor. 

2. Continuing simple teaching which has 
been started by the visiting nurse or the pro- 
gram supervisor. 

3. Calling to the attention of the supervisor 
any change in the patient’s condition whether 
it be medical or in the social condition of the 
home. 

4. Referring to other members of the team 
questions asked by the patient that cannot be 
answered by a practical nurse. 

5. Taking over the routine homemaking 
duties as instructed by the program supervisor. 

6. Recording all visits and treatments given 
to the patient in the form of nursing notes, and 
leaving these reports in the home care office 
at the end of each day. 

7. Attending home care staff conferences. 

Teaching and supervisory methods included 
demonstrations, visiting with students in the 
patient’s home, individual and group confer- 
ences to discuss patient care, and review of 
patient records. 


Developments Within the Program 


A number of changes have occurred in the 
administrative aspects of the program since 
it began operation. There has been a shift in 
philosophy from emphasis on “home care’’ as 
a means of relieving a shortage of hospital beds 
to a conviction that ‘home care” is a sound 
plan for providing better care for many patients. 

During the second year of operation, the 
policy for admission to the program was broad- 
ened to include patients from private physicians, 
hospitals other than Montefiore, and health and 
welfare agencies. 

Several changes were made relating to the 
utilization of professional personnel. In 1951, 
the plan for allocation of patients to physicians 
was changed. Originally, all patients were 
visited by any staff physician; but in 1951 
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Table 9. Services provided by the Montefiore Hos- 
pital Home Care Program, calendar year 1947 and 


fiscal year 1951-52 








Sea Fiscal 

Services provided 2 ar year 
Yoa7 [1951-52 

7 
Number of patients: Sista tase oa PAT 181 
Patient-days ‘of care-_* 3_2.- =. 3. 11, 146 | 29, 330 
Average annual number of days care 

per patiently Ss 28 sees A 92. 1 162. 0 
Average daily patient census_______-_ 49. 6 80. 1 
Number of medical visits 2__________ 2,007 | 3? 4,070 
Medical visits per patient__________-_ 16. 6 PIAA 
Number of nursing visits______-.__-_- 1et50 2, 014 
Nursing visits per patient___________ 9.5 sil gat 











1 Unduplicated count; does not include readmissions. 
2 Including consultations. 
3 Includes 175 visits by medical specialists. 


patients were assigned to individual physicians 
on a geographical basis. 

The range of physical and occupational 
therapy services was expanded and occupa- 
tional therapy became more closely integrated 
with total patient care. 

In 1950, arrangements were made with the 
Visiting Nurse Service of New York to assign 
a public health nursing coordinator to work in 
the program 1 day a week. 

Gradually, the Federation of Jewish Philan- 
thropies, the prime source of support for Monte- 
fiore Hospital, has assumed more financial 
responsibility for the program. 

The number of patients served and the 
amounts of services provided have steadily 
increased (table 9). During the first year of 
operation, 121 different patients received an 
average of 92 days of home care per patient, 
and an average of 16.6 medical visits and 9.5 
nursing visits were made to each patient. Dur- 
ing the fiscal year 1951-52, 181 patients each 
received an average of 162 days of home care; 
medical visits per patient averaged 22.5, and 
nursing visits, 11.1. 

At the time of the study, plans were being 
discussed to extend the educational program to 
include third-year medical students from the 
Harvard University Medical School. The 
course would be elective, with a 1-month 
assignment. 

Plans also called for greater emphasis on re- 
habilitation for home care patients as soon as a 
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department of rehabilitation is established at 
Montefiore Hospital. 


Collection of Data 


A central patient record, located in the home 
care office and kept separately for active and 
inactive patients, contained identifying data 
and all medical and social information on each 
patient. Also located in the home care office 
were the following files related to patients or 
services: referral file; bill file for services pro- 
vided patients by outside agencies; file con- 
taining welfare department payments for pa- 
tients; and index card file of active and in- 
active patients. In addition, daily logs were 
kept of the active patients on the program. 

From these sources of information, the ad- 
ministrative secretary made, by hand tally, a 
monthly activity analysis report, which con- 
sisted of summary data on the following: num- 


ber of patients and number of days of care; 
source of referrals to home care service; number 
accepted and reasons for rejection; amount of 
various services rendered in the home; numbers 
of clinic visits and of X-rays taken at Monte- 
fiore Hospital. The data in this monthly report 
were the only routine statistics compiled in the 
program. 

For this study, more detailed data on pa- 
tients and services were necessary than were 
routinely compiled. Consequently, specified 
data were abstracted for each patient receiving 
home care services during the fiscal year July 
1951-June 1952. These data were obtained 
from the central patient records and from the 
other files on patient services. All subsequent 
tabulations of the statistics were made after the 
study team’s return from the field. When in- 
dicated, the data in table 2 (page 38) were 
collected by the Montefiore program staff after 
the completion of the study. 


Table 10. Number of patients receiving specific types of services, Montefiore Hospital Home Care Program, 
by diagnostic category, July 1951-June 1952 












































Patients receiving services 
Primary diagnostic category ! Total Medical Occupa 
receiving| Visiting | con- 1 Physicaliyc. ~ | House- 
any |physician| sulting Nursing therapy tines keeper X-rays 
services specialist Roba ah! 
Number 
Total, all diagnoses_-_-____-_- 181 178 72 133 32 92 44 68 
Heart) disease: 3u-t eo 2eee2 2 eee oe! 55 54 19 42 4 32 15 Es 23 
Other cardiovascular disease ____--__-_ 16 16 8 9 6 LL 4 7 
Malignant neoplasms____-_____-_--_ 57 55 29 41 4 22 8 21 
Diabetesimellitus22 2222 ee 10 10 2 8 3 4 5 2 
Arthritis: 22073 ee ae ee eee 8 8 1 vf 6 6 2 1 
Diseases of digestive system________ 10 10 5 8 2 5 4 4. 
All other diseases (chronic) _____--_-- 25 25 8 18 uf 12 6 10 
Percent 
Heart disease . 2223 4 24 ae eee ee 30 30 27 32 12 35 34 34 
Other cardiovascular disease______-__ 9 9 11 ao 19 12 9 10 
Malignant neoplasms_-_-.-____-_---- 31 31 40 31 12 24 18 31 
Diabetes mellituszsi2u SoS eee: 6 6 3 6 10 4 11 3 
Arthritis® =< 2552252 eee ee 4 4 if 5 19 7 5 1 
Diseases of digestive system___-____- 6 6 @ 6 6 5 9 6 
All other diseases (chronic) ________- 14 14 11 13 22 13 14 15 











Norte: Not shown in this table are certain other services provided under the program, such as medical social 
Services, orthopedic appliances, blood transfusions, and home teaching. 


1 When patients receive care for more than one diagnosis, the primary diagnosis is used. For Sixth Revision, 


International List numbers of diagnoses, see table 6. 
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Table 11. 


gram, by diagnostic category, July 1951—June 1952 








Sit 
Total 

patients 

Primary diagnostic category! |receiving 

any 

service 
Total, all diagnoses_______~ 181 
Peat seasGee = eee ee 55 
Other cardiovascular disease______ 16 
Malignant neoplasms___.__-_____ RM 
Mianaves mellitnge- oo. tee 10 


ATLSILIS eee ee OAS 8 


Diseases of digestive system _-_-__-__ 10 
All other diseases (chronic) -___--- 25 
HPORIEKCISCRSO seats ceo a 30 
Other cardiovascular disease ____--_ 9 
Malignant neoplasms__----_----_ 31 
IMiahbetes mellitus=>..--25---4_=— 6 
AT COTItIS ees See ee os be 4 
Diseases of digestive system _-_-_-- 6 
All other diseases (chronic) -_~---- 14 


Orale Mb AgNOSGS su... |= 


FIGRTiTOISCASG ee eee | ee 
Other cardiovascular disease______|_______- 
Malignant neoplasms... .~..-.|~-,..---- 
AD YEN ovecisish cacy UG Urb ke fetes, es eee | a a 
PACT See ete eee eer ee 
Diseases of digestive system__----|.------- 
All other disease (chronic) _____-__|-------- 








Physician 
visits 


3, 911 


1, 488 
270 
939 
252 
169 
221 
572 


bo 
i 
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bo 
Ndr 
Ome DIOR 





Numbers and types of specific services provided to patients, Montefiore Hospital Home Care Pro« 





Amount of services provided 






































Con- Nursing |Physical SANDE House- 
sulting therapy therapy keeper |X-rays 
visits | Visits | Hours Visits visits hours 
Number 

169 |2, 014 |1, 346 922 646 8, 513 128 

29 526 | 303 158 212 | 3,120 39 

13 87 63 97 75 552 1l 

78 700 | 547 97 179 1, 310 30 

10 32 19 52 Yj 531 3 

1 224 131 270 48 515 1 

13 51 45 40 51 780 15 

25 394 | 238 208 74 1, 705 29 

Percent 

17 26 22 17 33 37 30 

8 4 5 }1 12 fi 9 

46 35 41 11 28 15 23 

6 2 1 6 1 6 2 

1 11 10 29 7 6 1 

8 3 3 £ 8 9 12 

14 19 18 22 11 20 23 
Average number of visits per patient 

OF Os | Suit 7.4 5. 1 3. 6 47. 0 Od 

5 9. 6 5. 5 2.9 3. 9 56. 7 ay! 

86640] 23.9 al 4,7 34. 5 oth 

1.4 | 12.3 9. 6 Lad Sa 23. 0 a0 

1.0 3. 2 1.9 5. 2 at 53. 1 ad 

> £h 2o.0- "1654 33. 8 6. 0 64, 4 op 

1.3 5. 1 4.5 4.0 5.1 78. 0 1.5 

1.0 | 15.8 9.5 8.3 _ 3.0 68. 2 1,2 








1 When patients receive care for more than 1 diagnosis, the primary diagnosis is used. For Sixth Revision, Inter- 
national List numbers of diagnoses. see table 6. 
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Queens General Hospital Home Care Program 


New York, N. Y. 


Origin of the Program 


The New York City Department of Hos- 
pitals is responsible for providing hospital care 
to the indigent and the medically indigent. In 
1948, faced with a critical shortage of hospital 
beds, the department conducted a limited 
home care pilot study at Bellevue Hospital (/). 
The study was financed by a research grant 
from the Milbank Memorial Fund. This study 
demonstrated that home care was a practical 
means of extending continuous medical care to 
certain patients for whom no such care other- 
wise existed. It also showed that home care 
alleviated the shortage of hospital beds since 
certain patients could be discharged at an 
earlier date and, through continuous followup, 
unnecessary readmissions could be avoided. 

As a result of this study, a division of home 
care was established in the department of hos- 
pitals, and broad administrative policies for 
home care were formulated. Responsibility 
for developing individual programs within this 
framework was delegated to the hospital super- 
intendents. During 1948, programs were es- 
tablished in 5 municipal hospitals; and by 1951, 
home care programs were in operation in 13 
general hospitals, in 2 tuberculosis hospitals, 
and in the 1 chronic disease hospital in New 
York City. To facilitate development of the 
home care programs, meetings were held every 
2 months in the office of the general medical 
superintendent in charge of home care to dis- 
cuss common problems and to evolve working 
policies. These meetings were attended by the 
deputy superintendents, the coordinators of 
nursing, and the directors of social service from 
programs of individual hospitals, and by the 
assistant director of nursing and the director 
of social service of the department of hospitals. 

The Queens General Hospital Home Care 
Program began operation in December 1948 
and provided the following services: medical 
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care, nursing service, social service, physical 
therapy, housekeeping service, hospitalization, 
medications and medical supplies, prosthetic 
appliances, laboratory and other diagnostic 
tests, X-ray, sickroom equipment, and trans- 
portation. 

Queens General Hospital, one of 33 munic- 
ipal hospitals administered by the New York 
City Department of Hospitals, is located in 
Queens, one of the five boroughs of New York 
City. The borough is one of the less congested 
areas of New York City. It covers 127 square 
miles, or about 35 percent of the total land 
area, and, according to 1950 Census figures, it 
contains about 20 percent of the population of 
New York City. The median annual income 
of families and single persons living in Queens 
was $3,817, as compared to $3,073 for the city 
as a whole. 


Program 1952 


The information contained in this section of 
the report is primarily concerned with the 
fourth year of operation, January 1—-December 
31, 1952. Statistical data were abstracted 
from individual patient records for a 50-percent 
sample of patients receiving home care services 
during the calendar year 1952. Data were also 
obtained from certain compilations made by 
the program. Cost data were obtained directly 
from program accounting records. 


Administration 

Responsibility for administration of the 
home care program was delegated by the super- 
intendent of Queens General Hospital to a 
deputy medical superintendent (who was also 
responsible for the administration of the out- 
patient department). 

In addition to the deputy superintendent, 
the immediate staff of the home care program 
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consisted of a coordinator of nursing, a physical 
therapist, two clerks, and two stenographers. 

The deputy medical superintendent devoted 
approximately three-fourths of his time to the 
home care program and was administratively 
responsible for all staff assigned and for overall 
supervision of the program. His _ responsi- 
bility included review of the clinical progress 
of home care patients, authorization of transfer 
of patients to and discharge from home care, 
and general supervision of medical services in 
the home. 

The public health nursing coordinator par- 
ticipated in program planning and was re- 
sponsible for planning, directing, and coordi- 
nating the nursing aspects of the home care 
program. 

The physical therapist was responsible for 
providing a variety of physical therapy treat- 
ments to patients. 

The chief clerk supervised all the clerical 
functions in the home care office. 

The director of social service at Queens 
General Hospital participated in program plan- 
ning and was responsible for planning and ad- 
ministering the social service aspects of the 
home care program. 

Provisions were made in the home care 
budget to pay for housekeeping services, when 
necessary, at prevailing rates up to a maximum 
of 30 hours a week. 

Provisions were made with other departments 
within the hospital to provide certain services 
to patients. 

Medical services in the home were provided 
by hospital residents from the medical, surgical, 
pediatric, gynecological, and genitourinary serv- 
ices, under the general supervision of the deputy 
superintendent in charge of home care. The 
increased workload was met by the appointment 
of five additional residents to the staff of the 
hospital. 

Medical consultant services were provided to 
home care patients by appropriate visiting staff 
members in the outpatient department. 

Social services were provided by the ward 
medical social workers on the staff of the Queens 
General Hospital. To meet the increased work- 
load created by the home care program, | social 
worker was added to the staff for each 50 
patients admitted to home care. 
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Medications listed in the formulary of the 
department of hospitals were provided through 
the hospital pharmacy. Dressings and other 
medical supplies were furnished through the 
hospital surgical supply unit. 

All X-rays were taken in the hospital X-ray 
department. 

Laboratory tests were processed in the hos- 
pital laboratory. A technician was available 
2 days a week to visit patients at home to draw 
blood and collect necessary specimens. Blood 
transfusions, paracenteses, and other compli- 
cated therapeutic procedures were performed 
in the hospital or the outpatient department. 

Hospital equipment and sickroom supplies 
were furnished through the home care program. 

Patients on home care could be transferred 
to the wards of the Queens General Hospital 
whenever they required hospitalization. 

Cars with drivers were furnished through the 


home care department fer transportation of 
patients, staff, medications, and supplies. 


Services not available within the hospital 
were arranged for through working agreements 
with the following community agencies: 

1. The division of public health nursing of 
the department of health provided nursing 
care to patients in the major portion of Queens 
County. These services were paid for by al- 
lotting to the health department a sum 
equivalent to the salaries of 7 staff nurses and 
1 assistant supervisor of nurses. 

2. The Visiting Nurse Service of New York 
provided nursing care to patients at scheduled 
rates, in the remainder of the county. 

Source of Funds and Costs of Services. The 
program was financed by the New York City 
Department of Hospitals through Queens Gen- 
eral Hospital. According to figures available, 
the total budget for operating the home care 
service was estimated to be $188,838.49 for the 
calendar year 1952. Actual costs were itemized 
for about 83 percent of this total. The re- 
maining budget of the program was for the 
estimated value of services provided without 
charge to the home care program by the hos- 
pital itself or by the department of hospitals 
and the estimated depreciation of equipment 
and facilities. 


The largest item in the recorded costs of the 
home care program was for personnel services, 
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which accounted for almost 80 percent of the 
total. Further detail on personnel and other 
costs of the program will be found in table 1. 


Operational Policies and Procedures 


The policy of the home care program was to 
provide services to indigent and medically in- 
digent patients living in Queens County who 
had been hospitalized at Queens General Hos- 
pital, although patients living in the area were 
occasionally admitted to the home care service 
from other city hospitals. Patients were con- 


Table 1. 


sidered to be medically indigent if their incomes 
were not adequate to meet their medical needs. 
Patients who were unable to pay $2 a day for 
care were eligible for service. With the excep- 
tion of those with active pulmonary tuberculosis 
and mental illness, patients with all types of 
diseases were eligible. Patients who were con- 
sidered by ward personnel as likely candidates 
for home care service were referred to the home 
care department for evaluation. The deputy 
superintendent and the chief medical resident 
then visited the patients to determine whether 


Recorded costs of services provided by the Queens General Hospital Home Care Program, 


calendar year 1952 





















































Per- 
Type of service Cost yn 
cost 
Services for which cost was esti- 
mated seis ete 8 care oe $31, 582. 03 17 
Services by Queens General 

Hospitseae = a= en eee 17, 700. 00 9 
AmbuUlanée trips... 22.2 224-5 1 000,007 Saea== 
Ambulance attendant__-_-__- 2, 000800 aan 
Clinicgvisitee= =e eee 3007007 ees 
Laboratory assistants’ visits _ DOOs00 mea 
Laboratory and X-ray ex- 

AMINAVONS 52 2a ee ee 1, 000. OO |______ 
Telephone rental___________ Z00n00R eee 
Stationery and forms____-_-_- LOOSO0R seas 
Proportion of overhead 5____ 2; 000! 000222 

Services by New York City 

Department of Hospitals_ 11, 000. 00 6 
Repair of vehicles__________ 11000: 00f 2a aee= 
Proportion of overhead ®____ TO0002005 | 2aeene 

Depreciation. s222522 5 @ sees 2, 882. 03 2 
Hospital and surgical equip- 

ATCT Soe oe eee eee a 876.280)| Eee 
Office equipment___________ L763 235 \e eee 
Garage equipment_________ 1; 549, 007 eee 
Garage addition ___________ 1805005) 2ee= 
Office and storage space____ LOOZ00s Eee 














Per- 

, cent of 
Type of service Cost | 
cost 

Total cost recorded _-—--_-_- $188, 838. 49 100 

Services for which actual cost 
Wastkno whee ase = See ee 157, 256. 46 83 
Personnel services... .-______- 150, 197. 73 79 
Payroll, total g-= oes eee Ss Ol O2e2S eee e= 

Deputy medical  superin- 

tendent (84 months) _-_-___ SAS le 4 Oa eae 
Resident physicians (salary 

equivalent of 5 positions 

plus maintenance) _______ 6.909) 420 size eee 
Assistant superintendent of 

PUT SEG SN os eee eee pa Oye Lio aes as 
Staff nurse (24% months) _ __- SCOMOO Meee 
Practical nurses (salary 

equivalent of 3 positions) - Lo} URI NS ire de ee 
Medical social workers (sal- 

ary equivalent of 4 posi- 

tions) 22228 eee TL 42568 e eee 
Physical therapy technician_ Papratel Ws FPP Seo are 
Hospital helper, physical 

therapy (11 months)____- IR BEhOP> [2506 
Clerks (2 positions) _-______- ie 2622008) sae 
Clerk-typists (2 positions) —_ AS O908°50|2e2 ae 
Auto enginemen (chauffeurs) 

(4 positions) meee ee ae 11 S70 500) See 
Housekeepers !___________- 43,0903 (Oma 
Visiting nurse service 2______ (ANCOR ER See S 
Department of health nurses*_| 30, 000. 00 |______ 
Additional icostss-=ee eee eee Ope UO. eee Boe 

Other services 222. aes se ate 7, 058. 73 4 
Drips 2 e<U 35. =e ee 42000; OL 4| eee 
Surgical supplies and appli- 

anGés. Ae see Se eee Leo al cs alse eee 
Gasoline and oil for station 

WSPOns 2 222. eee eee DOS 3015 2a = 
Miscellaneous. ________.__-- D2 Sale eee 


438 




















1 Housekeepers were paid 85 cents per hour through 
June 30, 1952, 95 cents per hour for remainder of year. 

* Visiting nurses were paid $2.65 per visit through 
June 30, 1952, $2.85 per visit for remainder of year. 

® Includes salaries for the equivalent of 7 nurses plus 
1 assistant supervisor of nurses. 
_ ‘ Includes employees’ pensions, compensation, health 
insurance, and social security. 

5 Includes home care share of cost of supervision and 
general expense. 

® Includes auditing and accounting, dietetics, medical 
records, and statistics, construction and repairs, laun- 
dry, and pharmacy. 


Norte: Average cost per patient-day, $2.44. Average 
annual cost per patient served, $374.68. 
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or not their medical needs could be met at home. 

The nursing coordinator visited each pa- 
tient on the ward to evaluate his nursing care 
needs and also made referrals to the appropri- 
ate nursing agency for evaluations of the homes. 
The medical social worker on the ward inter- 
viewed the patient and his family and visited 
the patient’s home to evaluate social suitability. 
Following the individual evaluations, the evalu- 
ation committee, composed of the chief medical 
resident, medical social worker, and nurse 
coordinator, with the deputy superintendent 
acting as chairman, met to consider the patient’s 
total suitability for home care. Patients were 
considered suitable for home care services if 
they met the broadly stated criteria as outlined 
by the staff of Queens General Hospital Home 
Care Program. 

Criteria for Service. The medical criteria 
for suitability for home care services were: 

1. The patient had been diagnosed and a plan 
for treatment had been made. 

2. The patient no longer required specialized 
hospital services. 

3. The patient did not regularly require more 
than two medical visits a week. 

The nursing criteria were: 

1. The physical environment of the home was 
such that the patient could receive adequate 
care. 

2. The patient wished to go home, and there 
were family members or others who could be 
taught to provide the necessary care and who 
were willing to assume this responsibility. 

3. Necessary sickroom supplies and equip- 
ment were available or procurable. 

The social criteria were: 

1. The patient was medically indigent (deci- 
sion based on information supplied by the 
financial investigations section of the hospital). 

2. The patient had a home in which to receive 
care. 

3. The patient wished to be cared for at home 
and, if he had a family, the family relationships 
were conducive to his welfare. 

4. There was a person capable of assuming 
responsibility for the patient, if necessary. 

When the evaluation committee made a 
decision to accept or reject the patient for care 
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in the home, the patient and the appropriate 
hospital personnel were notified of the decision. 
When services of community agencies were 
required, the case was referred by telephone 
and later confirmed in writing on the appro- 
priate forms. 


Continuity of services to patients was aug- 
mented by the sharing of information between 
the personnel of the home care staff and the 
personnel of other agencies. The methods used 
included written reports, individual conferences, 
telephone calls, and the use of case records. 


Records. The individual cumulative case 
record for each patient contained both hospital 
ward and home care service progress notes and 
was transferable from one service to another. 
This folder included identifying data, a com- 
plete record of physician’s findings and progress 
notes, laboratory reports, nursing progress 
notes, correspondence, and summary reports 
received from other agencies. Social service 
summary records were maintained in a separate 
file in the social service department. A nota- 
tion was made in the patient’s medical record 
that the case was known to the social service 
department. 

Conferences. The only scheduled confer- 
ences attended by representatives of the home 
care staff were the administrative conferences 
held bimonthly in the office of the general 
medical superintendent of the department of 
hospitals and conferences held every 3 months 
with the nursing supervisors from the depart- 
ment of health and from the Visiting Nurse 
Service of New York to discuss patient care and 
to clarify policies. 

Staff members discussed patient care in- 
formally, and residents were free to select a 
home care patient for discussion at the scheduled 
hospital medical clinical conferences. 


Services to Patients 


The estimated amounts and types of serv- 
ices provided to patients by the home care 
program during the calendar year 1952 are 
indicated in table 2. The statistical data 
shown in table 2 were obtained from a review of 
a 50-percent sample of the patient master card 
file on which were recorded the types and 
amounts of service provided to individual 
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Table 2. Estimates! of services to patients on the Queens General Hospital Home Care Program, 
calendar year 1952 
Patients receiving Average number 

services of visits NGinbee 
= of visits 
. Number per 100 
Type of service of visits 2| Pet Pa- patient- 

Number | Percent pee Per total] days’ 

5 eat caseload| stay 

service 

Total patients!2 22. 3. ee ee ees 504 100 sEeeete Eee ee tS eee 
Physician’ #22 3225052040 ek Eee el oe eee 3 484 96 3, 290 6.8 6. 5 4.3 
N urain ge add we eee wea ye ON 3 460 91 | 12, 844 27.9 255 16. 6 
Medical ‘Socisii work aeeeeee se ene ere res epee 268 53 (2). Senet eet oare eee 
Physical therap yt ee ee ae Er oe aS 94 19 1, 724 18. 3 a4 Phy Be 
Clinic 7Se ee 2 Pi Debrer Seve ey os nee A) RN ur ome 1) 86 17 168 2.0 0.53 3\ 2 eee 
Housekeeping) (hours) 422 Gere ss Soe es ee eee a2 14 | 41, 236 OV OAH rod eae fa Ia = ae 
Laboratorye ts a ee ee ee og eee gm Nis Ag We Sette bl Shores! al ee cle dB] eee Le eee ee 
X-TAYS= se eS ee Bae ee ae Se NAS? Hee eed oe oe |e a Se 
Hospitalequipment 2226 ee oe ee ee gee ee © De 42 (4)) Lana Se ee ee 
Medications and medical supplies_________________-__- IN. AS: cere ee Sa a ck oe | Se aE a se a 
Ambulance ornicar transportation: eee sere ere ING SASS eee ape Nm SO SBE Oe ee a ee 























N. A. Complete data not available. 


1 Estimates based upon 50-percent sample of patient summary card file. 


2 Or other unit of service. 


3 This table is based upon patients receiving any kind of service during the calendar year 1952. Some of these 
patients may have been on the program for the entire year, and some for only a few days. Although physician 
services are provided to all patients while on the program, this table indicates there were 20 patients who did not 
receive this service during the study year. These were probably patients discharged from home care within a few 
days after the year period began, or admitted at the end of the period. 

4 The amounts of these services were not obtained since the variation in the units of service is too great for 
comparability. 


Nore: The amounts of services shown in this table were obtained from the summary cards kept for each patient 
on the program. It is known that the services to patients were incompletely recorded on these cards. Based 
upon other total service data available, the amounts of various services shown in this table are in most instances 
about 6-8 percent lower than the amount of services indicated on monthly statistical reports compiled by this 


program. 


patients. (For detailed data by diagnostic 
category, see tables 10 and 11.) 

Medical Services. Medical services to patients 
in the home were provided by the resident staff 
under the supervision of the deputy medical su- 
perintendent and the chief resident. The range 
of services included reexaminations, administra- 
tion of medications, selected diagnostic and 
therapeutic procedures (such as electrocardio- 
grams), minor surgical procedures, and the 
collection of blood for routine laboratory tests. 
More complicated diagnostic procedures, such 
as blood transfusions and paracenteses, were 
performed in the hospital or in the outpatient 
department. Medical consultation services 
were provided in the outpatient department 
or in the hospital. According to the 50-percent 
sample of patients studied, an average of almost 
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7 home medical visits were made during the 
year to each patient. Based upon the average 
length of patient stay of about 22 weeks, an 
average of approximately 1 visit every 3 weeks 
was made to each patient. 

Nursing Services. In the major portion of 
the borough, direct nursing care to patients was 
provided under the direction of the nursing 
division, New York City Department of Health 
The Visiting Nurse Service of New York served 
the remainder of the borough. 

The range of services included nursing 
evaluation of the patient and the patient’s 
home, dressings, injections, irrigations, personal 
care, health instructions, and teaching members 
of the household to care for the patient. About 
91 percent of the home care patients were 
estimated to have received nursing care during 
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1959, with an average of almost 28 visits per 
Patient. When based on the average length 
°f stay of 22 weeks, this results in an average 
Of more than 1 visit per week per patient. 

Social Services. Medical social services were 
provided to patients by the hospital staff 
medical social workers under the supervision 
of the hospital social service department. 
Service was instituted by the medical social 
worker when a need for help was recognized 
by the social worker making the social evaluation 
or upon request of the physician or family 
following the patient’s transfer home. Services 
included helping patients who were without 
homes to find a suitable place in which to 
receive care—for example, in the home of a 
relative or friend or in a boarding home, 
helping patients and families with problems 
concerned with the patient’s adjustment in the 
home, and making referrals to community 
agencies. 

During 1952, home visits were made to 
approximately 53 percent of the patients to 
assist them and their families in adjusting to 
home care. In addition, relatives and friends of 
patients were interviewed in the hospital, and 
social agency contacts were made in behalf of 
patients. 


The medical social workers were also respon- 
sible for approving requests for housekeeping 
service, helping patients and families to find 
housekeepers, and supervising the housekeepers 
while they were on duty in the patients’ homes. 

Physical Therapy. Physical therapy pro- 
vided by the staff therapist included massage, 
corrective exercise, infrared and other heat 
treatment, and instruction in crutch walking 
and in the use of prosthetic appliances. Based 
on the sample, about 19 percent of the patients 
received some type of physical therapy. This 
resulted in an average of approximately 18 
visits per patient receiving physical therapy 
during the period studied. 

Occupational Therapy. No direct occupa- 
tional therapy services were available to 
patients in their homes during the period 
studied. Patients who had received occupa- 
tional therapy while they were in the hospital 
were sometimes provided with supplies when 
transferred home; and limited consultation was 
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available to the home care staff through the 
hospital therapist. 

Housekeeping Services. When necessary, 
housekeeping services, which included cleaning, 
cooking, and shopping, were available from a 
variety of sources. Based on the 50-percent 
sample, 14 percent of the patients received an 
average of 573 hours of service during the year, 
or 11 hours per week. 

Other Services. All other services, including 
hospitalization, drugs and medical supplies, 
X-rays, laboratory and other diagnostic tests, 
hospital equipment, sickroom supplies, and 
transportation, were supplied through the 
Queens General Hospital. Complete statistical 
information was not available, but the staff 
reported that virtually all patients on home care 
received some medications or medical supplies. 
Information was also unavailable on the number 
of patients who received appliances, laboratory 
services, X-rays, and transportation. 


Characteristics of Patients 


A total of 504 different patients received 
services during the calendar year 1952. (In 
this total, each patient is counted only once, no 
matter how many times he may have been 
transferred or readmitted to the program during 
the year.) The average daily census during the 
year was 213 patients. All data in this study on 
patients and services were estimated from in- 


Table 3. Estimates! of patients receiving home 
care, by age and sex, Queens General Hospital 
Home Care Program, calendar year 1952. 





Sex 


Male 








: Both sexes | Female 
Age (years) 





Num-! Per- |Num-} Per- |Num-} Per- 
| ber | cent | ber | cent ber | cent 

















‘Totalae | 504 | 100 | 208 | 100 | 296 100 
onder. ores.) ee 16 3 8 4 8 3 
La ee 60 12 20 10 40 13 
Ay (5A ee eee ete 9) 36 80 38 | 100 34 




















65 and Over----- 248 49 | 100 48 | 148 50 





1 Estimates are based on a 50-percent sample of the 
patient summary ecard file. 

Nove: Median age: both sexes, 64.0 years; males, 
63.5 years; females, 64.5 years. 


formation abstracted for a 50-percent sample 
of the total patients served during the year. 


Age, Sex, and Diagnosis. In the Queens 
General Hospital Home Care Program, an esti- 
mated 85 percent of home care patients served 
during the year were 45 years old and over, and 
49 percent were 65 years or older (table 3). 
Children under 15 years of age accounted for 


Table 4. Estimates! of patients receiving home 
care, by diagnostic category, Queens General 
Hospital Home Care Program, calendar year 1952 



























































Patients 
receiving 
services 
Diagnostic category ? h Sead ET 
Num-| Per- 
ber | cent 
Allison dses Sie ot betel hse oe? 504 100 
Heart disease (410—443)____._-__--__-_- 114 23 
Arteriosclerotic heart disease and 
coronary disease (420)___--_---_-- 56 ilal 
Rheumatic heart disease (410-416) __- 28 6 
Other heart disease (421—443) _____-- 30 6 
Other cardiovascular disease__--_-_-___ 1 88 17 
Rheumatic fever (400—402)__________ 6 1 
Vascular lesions affecting central 
nervous system (330—334)_______-- 34 7 
Other diseases of circulatory system 
(4447468) ps5. ee Se ee SS 48 9 
Malignant neoplasms (140—205)____-__- 80 16 
Diabetes mellitus (260)22=— 2 242. 22 46 9 
Arthritis and rheumatism (720-727) - - -_ 18 3 
Accidents (N800—N999)__------_______ 74 15 
All other diseases (chronic)____-_-_-__- 84 17 
Tuberculosis? (001—019)___________- 4 1 
Allergic, endocrine system, and meta- 
bolic disease (240-254, 270-289) __- 8 2 
Diseases of central nervous system 


(except vascular lesions) (3840-357, 


MDA). clot ke Re 7 SB eee ys 12 2 
Diseases of respiratory system (470— 

O27) eee Ta eee en ea ee 4 1 
Diseases of digestive system (530- 

O87; 7 OG) Mk ee Seema e o 16 3 
Diseases of genitourinary system 

(590-631 alee eee eee re 14 3 
All other specified diseases __---_-~_-__ 26 5 














1 Estimates are based upon a 50-percent sample of 
the patient summary card file. 

2 Primary diagnoses only. Figures in parentheses are 
Sixth Revision, International List numbers. 

3 Nonrespiratory cases. 


Nore: The 8 children on the program, as obtained in 
the 50-percent sample, had diagnoses as follows: 2, non- 
respiratory tuberculosis; 3, rheumatic fever; 2, rheu- 
matic heart disease; and 1, an orthopedic condition. 
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Table 5. Estimates! of patients receiving home 
care, by relief status, Queens General Hospital 
Home Care Program, calendar year 1952 




















Patients 
receiving 
services 
Status 
Num-| Per- 
ber cent 
Total 2 ose =* | ee 504 100 
Nonrelief.statusue =) ose eee 402 80 
Unknown stalusie 2 =e eee 6 1 
Relief'statuss e232 a eee 96 19 
General assistance___----------_- 1 PR eee) 
Aid to dependent children____--_-- 6Maze re 
Old-age assistance____---_-------- G6ial toes 
Aid to: blind 2.2 ee | ee 
Andto disabled? 3e= oe eee (A Eile pega res 
State, charge! iu. joo Sees eee AWS heer 2 











1 Estimates are based upon a 50-percent sample of 
the summary master card file. 


only 3 percent of the total. The median age of 
all patients in the sample was 64 years. There 
were about 3 female patients to every 2 male 
patients served on the program. 

In order of their importance, heart disease 
and other cardiovascular disease, malignant 
neoplasms, and accidental injuries together 
were estimated to comprise about 71 percent of 
the primary diagnoses of patients (table 4). 
Patients with a primary diagnosis of heart 
disease alone comprised about 23 percent of the 
total. The variation in the types of chronic 
diseases treated under the home care program 
was great, although certain categories were 
represented by very small numbers of patients. 

According to the sample of patients, only 19 
percent of the total were receiving some form of 
public assistance during 1952 (table 5). More 
than two-thirds of this group were receiving old- 
age assistance. 


Length of Patient Stay. The patient-days of 
stay on home care during 1952 totaled 77,254 
days for the 504 patients served, or an average 
of 153 days per patient. ‘This time does not 
include interim periods spent in the hospital 
during the year by some of the patients. 

Many of the patients had received long 
periods of home care prior to the study year 
1952. The total length of stay of these 504 
patients includes all days of home care from 


A Study of Selected Home Care Programs 


the date they were first transferred to the home 
care program from the hospital up through the 
date of the study (March 10, 1953). The 
data on total length of stay is shown in table 6. 
According to the sample, about 56 percent of 
the patients received home care services for a 
period covering 180 days or more. The length 
of stay for an estimated 32 percent was approxi- 
mately 1 year or longer. Four percent of the 
patients had been on the home care program 
for at least 1,080 days, or about 3 years or 
longer. (Interim periods in the hospital were 
not included.) Average length of stay for the 
patients was estimated to be 320 days, or about 
10% months. 

Referrals and Discharges. Virtually all refer- 
rals to the home care program were patients 
in the Queens General Hospital wards. Occa- 
sionally, patients who bad moved to Queens 
from another borough were referred by other 
city hospitals or home care programs. These 
patients, if determined to be acceptable for 
home care, were admitted ‘‘on paper” to Queens 
General Hospital and then transferred on the 
same day to the home care service. In addi- 


Table 6. Estimates! of patients receiving services, 
by total length of stay on the program, Queens 
General Hospital Home Care Program, during 


1952 


Patients re- 
ceiving serv- 
ices 
Length of stay (days) =x 
Num-| Per- 
ber cent 




















Motalepatientcess =... > eters 504 100 
Ibis ea OS aS 2 Se ee eee 220 44 
Seo mere meee er eee See ae 122 24 
SDA CSE coe cpt La ae ae POR eR re 104 20 
vile ests OF Ele Die a er eee 38 8 
Het) RET CnOly Ch eter bere er cg erer Be oe 20 4 





1 Estimates are based upon a 50-percent sample of 
patient summary card file. 


Nore: This table shows the length of stay of patients 
as of March 10, 1953, at which time about 35 percent 
were still active on the program. The total length of 
stay was thus not complete for this group. In addi- 
tion, there was probably a small group of patients in 
the hospital at that time who were subsequently trans- 
ferred back to the home care service for a further stay. 
For this group of 504 patients, the total estimated 
patient-days as of March 10, 1953, was 161,206. The 
mean length of stay was 319.9 days; the median 
length of stay, 208.5 days. 
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Table 7. Rejection of patients referred to home 
care, Queens General Hospital Home Care Pro- 
gram, for calendar year 1952 








Patients 
rejected 


Reason for rejection ! 


Num-| Per- 
ber cent 

















Bea SY ae aa te Baie es Op ee a 250 100 
Medically unsuitable 2____._.._..._____ 46 18 
Home care not necessary 3____________ 75 30 
ING: HOMmG nC aoe 2 ae eee ne oe 12 5 
Inadequate home situation____________ 25 10 
Patient or family rejected home care___- 26 10 
Not medically indigent 4.__._-__.______ 4 2 
Patient: deceased 462" 5" seb fe: ao Pipe 
Geographically ineligible______________ 7 3 





1 The rejection categories shown are those used by the 
program. 

2 Includes patients medically unsuitable at the time 
of evaluation. 

3 Includes patients who were later found able ‘to 
attend an outpatient department and those who after 
evaluation were found able to finance their own medical 
care. 

4 Includes patients found financially ineligible before 
evaluation. 


tion, a few patients were referred to home care 
during 1952 from the Queens General Hospital 
outpatient department. Those patients ac- 
cepted for home care in this program were con- 
sidered as “‘transfers’” to the home care service 
from the wards. If the need arose, they were 
transferred back to the hospital for a period 
of time. 


There were 664 applications for home care 
acted upon during 1952. About 62 percent of 
these were accepted for home care, and 38 per- 
cent were rejected. Of the 414 patients ac- 
cepted, 81 percent were new to the program; 
the remainder had received previous home care 
services. 


Num- 
Total applications acted upon during ber 
OD Dares See eran Aveta) t eee eee 664 
Acceptances of patients new to the program____ 334 
Acceptances of patients who had _ received 
DIGVIGUS NOMClCAlC ease a ese ee ee 80 
FRG] GG GLONS sre eee age es eet eee ee ee Ne 250 


The reasons for rejections of patients shown 
in table 7 are those used by the program. 
Almost half of the 250 patients rejected for 
home care during the year were either medically 
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Table 8. Estimates! of transfers or discharges from 
home care, Queens General Hospital Home Care 
Program, calendar year 1952 








Discharges or 














transfers 
Reason for discharge or transfer Se 
Num-| Per- 
ber | cent 
Total: eae ae ae eee eA Ot 100 
Transfers: 
To Queens General Hospital________ 1 = 238 58 
Discharges: 
To outpatient department__________ 92 22 
Lo private physiciane eae 26 6 
Moved fromyares 23) 22 os eewraeeeee 14 3 
‘Died ‘at homese ese [= et ee ee 20 5 
To nursing or convalescent home_ -_-__ 8 2 
To(othenacency se ee eee 6 4 
Other Treasons:422 2062 2 ea ee 6 2 














1 Based upon a 50-percent sample of patient summary 
cards. 

2 Includes patients discharged “at own risk’”’ or with 
no further medical care necessary. 


Norn: Approximately 348 patients were transferred 
to the hospital wards or were discharged at least once 
during the year. 


unsuitable or were found financially able to 
make their own arrangements for care. About 
18 percent of the patients were ‘medically 
unsuitable” at the time of evaluation; and 30 
percent were rejected because “home care was 
not necessary.” The latter group included 
those patients who were later found to be able 
to attend an outpatient department and those 
who, after evaluation, were found able to finance 
their own medical care. 

About 27 percent of the rejections during 
the year were made for socioeconomic reasons: 
the patient bad no home; the patient’s home 
situation was inadequate; the patient or his 
family rejected home care; or the patient was 
not medically indigent. 

A small number of patients were rejected 
because they did not live in the geographic 
area served by the program. The remaining 
patients rejected had died before evaluation 
or acceptance could be made. 

The movement of patients between home 
care and the hospital wards was a frequent 
occurrence. There were an estimated 238 
transfers of patients from home care to the 
hospital wards during the year. This group 
accountedgforfabout 58 percent of the total 410 
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times that patients were removed from home 
care during the year (table 8). These patients 
either became too ill for home care, needed 
special procedures done in the hospital, or their 
home situation warranted transfer to the wards. 
In many instances, they were transferred to 
home care again after a short interim in the 
hospital. About 50 percent of the times that 
home care patients were transferred to the 
hospital wards during 1952, they were returned 
to home care during the same year. The 
average length of stay in the hospital for these 
interim periods was 20 days. The shortest 
stay in the hospital was 1 day and the longest 
was 156 days. (These figures do not include 
patients returned to home care after the end 
of the year being studied.) 

The next most frequent reason for discon- 
tinuation of patients on home care was that 
patients had recovered sufficiently to attend 
the outpatient clinic. An estimated 22 percent 
of the total removals of patients were those 
discharged to the outpatient department for 
further care. With the exception of patients 
who moved outside the area served by this 
home care program, or who died at home, only 
about 2 percent of the discontinuations of 


Table 9. Trend of services given by the Queens 
General Hospital Home Care Program, 1950-52 





1950 1951 | 1952 
Number of patients served 

GUTIN Rey Cals laste es tee 2505 | 2 588 504 
Average daily census of pa- 

tients h<- Sek Ne eee ee 8 201 226 213 
Total patient-days stay______ 73, 384 |82, 521 |77, 254 
Average number of patient- 

CAVSISta Vee a eae 145 140 153 
Physician wisits 2/227 Sees 3,175 | 8, 872 | 3,506 
Physician visits per patient___ 6 7 7 
INUTSINPUVIStts S225 es eee eS 15,557 |17, 144511 O70 
Nursing visits per patient____ 31 29 30 














1 An unduplicated count of patients served on the 
home care program during each year. Patients dis- 
charged and readmitted during 1 year are counted only 
once for that year. 

2 Estimated. 

’ During 1950-52, an average of about 84 percent of 
the total nursing visits were made by health department 
nurses; the remainder were made by the visiting nurse 
service. 


Note: Data for this table were obtained from 
monthly statistics compiled by the program and not 
from the individual patient records, which were used te 
obtain other data in this study. 
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Table 10. 


Queens General Hospital Home Care Program, calendar year 1952 





\ 








Estimated number and percentage! of patients receiving various services by diagnostic category, 





Number of patients receiving— 












































: er a a" Total : 
Frimary diagnostic category patients | Physi- Nursing bit re Eeteical Clinic House- | Hospital 
cian ae therapy ane keepin equip- 
visits Visits Berke visits Visits sarviea ment 
Total, all diagnoses__________ 504 | | 486 460 268 94 86 (- 212 
Stinnn Ghiees =a: ae a oe 114 110 108 68 4 24 12 30 
Vascular lesions affecting central 
MEnVOUS BYSteMms— 22 Set 34 32 28 18 16 4 12 18 
Other cardiovascular disease________ 54 54 50 30 8 2 10 24 
Malignant neoplasms_____________- 80 80 74 38 2 8 16 30 
HDIADELESEMeHItUS=s. fe fe ak 46 42 44 22 12 Siieeeee ae. 24 
Arthritis and rheumatism___________ 18 18 18 10 8 4 4 Wp? 
ATCO GUS See ee ET Varad pik 74 72 68 88 34 24 10 42 
AdlgopherGjiseases.:- ... 225 25- 2 2_ _ 84 78 70 44 10 12 8 32 
Percent 
PI GAT ECUBGHSe renee 1 SON ist ches 22 22 24 | 26 4 28 17 14 
Vascular lesions affecting central | 
DSELVOUSISY SGM 22 wed 2 et Se if 7 6 7 lef, 5 17 9 
Other cardiovascular disease________ 11 1 11 11 8 2 14 itt 
Malignant neoplasms_____________- 16 16 16 14 2 9 22 14 
Wiapeces melituse eo 9 9 9 § 13 Ue ae oe Eee 11 
Arthritis and rheumatism___________ 3 4 4 4 9 5 5 6 
FAT CIOEILS eee te ta 15 15 15 14 36 28 14 20 
Adlotmercdisenses= 20 50 li. ee 17 16 15 16 11 14 ih! bs 





























1 Estimates are based upon a 50-percent sample of the patient master card file. 
* Only the primary diagnosis is used. For Sixth Revision, International List numbers of diagnoses, see table 4. 


patients on home care were made without 
provision for further care. 


Developments Within the Program 


The area of greatest change since the begin- 
ning of the program was in the size and compo- 
sition of the staff. The program began in 1948 
with a home care director, five residents, and 
a chief clerk. Medical social services were 
provided by the hospital social service staff. 
Since that time, the resident staff has increased 
to 14, and a nursing coordinator and assistant, 
2 physical therapists, 1 clerk, and 2 stenogra- 
phers have been added. Four social workers 
were added to the hospital social service staff 
during 1950-51 to meet the extra demands for 
services. The position of the occupational 
therapist was vacant at the time of the study. 

In January 1953, the program began accept- 
ing referrals from the outpatient department. 
These referrals, however, were limited to 
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patients who had recently been hospitalized at 
Queens General Hospital. 

The trend of services for the 3 calendar years 
1950 through 1952 is shown in table 9. These 
data were obtained from monthly statistics 
compiled by the program and not from individ- 
ual patient summary records. Although 1949 
was the first complete year of operation for the 
home care program, comparable data for this 
period were not available. The number of 
patients served was about 17 percent higher in 
1951 than in the years 1950 and 1952. The 
amount of medical and nursing services provided 
per patient remained about the same during 
the 3 years. The annual average number of 
patient-days of stay was slightly higher in 1952 
than in the previous 2 years. 


Collection of Data 


In addition to the hospital chart, which was 
transferred to the home care service with the 
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patient and which contained complete medical 
information, a summary card file was kept for 
active and for inactive patients and showed 
data such as the amount of each service pro- 
vided and the financial status of the patient. 
Other files or registers containing patient infor- 
mation were the referral register book, files on 
housekeeping hours, physical therapy visits, 
X-ray and clinic visits, and monthly reports of 
nursing visits. 

A daily census of patients and monthly ‘‘ac- 
tivity analysis’? were submitted by the home 
care office to the department of hospitals. The 














activity analysis included data on the number 
of patients receiving home care, patient-days, 
referrals, and rejections from home care; 
amount of services provided in the home; prin- 
cipal diagnoses; and age groups. ‘This infor- 
mation was obtained from data in the home 
care files and from specific counts made rou- 
tinely by the clerical staff. 

For this study, more detailed data on patients 
and services were necessary than were routinely 
compiled in this program. Specified data were 
abstracted from individual patient records of a 
50-percent sample of patients receiving home 

















Table 11. Estimated number and percentage! of various services provided to patients by diagnostic category, 
Queens General Hospital Home Care Program, calendar year 1952 
Number of services 
‘ : P Total 
Primary diagnostic category * patients | Physi- | yrcing | Physical] cynie | House- 
cian iaee therapy Wistie keeping 
visits visits hours 
Oval ea lid in on OSes wees er eee Bee yee ee oe eee 504 3, 290 | 12, 844 1, 724 168 41, 236 
He@araniiscdsG@serwcen Seo ee ee. Sa ene caste 114 856 3, 798 86 34 7, 736 
Vascular lesions affecting central nervous system_______ 34 300 1, 092 362 4 11, 638 
Other ‘cardiovascular’ diseases! 32.0 eee ot 3. 54 320 1, 560 48 2 2, 940 
Malignant neoplasms yes, ee feo wie ee ee oo 80 390 1, 226 2 18 4, 906 
Diabetes mellitus. o es ale ies ees Se oS oS 46 306 938 132 1 a et 
ATCHTIis and Thewmatismoen. 2. ee ene. | See ee oe 18 144 354 244 6 1, 986 
INCOIDGTIES 22s ash A gee a ei ae 2 ee ee 74 378 1, 558 502 34 6, 574 
PML OCHOE CiSGASes sae at eee So eae nee 84 596 2, 318 348 56 5, 456 
Percent 
TLGSTt CIs@ASe 2G) ie wer ee eee eet mae ee Ih ae ok ec 22 26 30 5 20 19 
Vascular lesions affecting central nervous system ______-_ if 9 8 21 2 28 
Other cardiovaselulari diseases Oo % lb, al 11 10 12 3 1 7 
Malignant. neoplasms us a reoeh oka od oe oe te le 16 12 10 (3) 11 12 
Diabeves mellitus 225 Ps pene 2 Er Eee 9 9 7 8 2 rages els Be 
Arthritis and) rheumatismciee Wows ns da ee 3 4 3 14 4 5 
Aecidents £42 2 tulle Bo ee ee ma. a ee Ree Oe 15 12 12 29 20 16 
All’other diseases eens ee ee ee eh ed Snes ae 190) 18 18 20 33 13 
Average number visits per patient 

Total all diapnosessusce + eS os er ee ee ace eee 6. 5 25. 5 3. 4 0. 3 81. 8 
Heart:disease_ 0 een acme enna re ee en eee A, ee 1D 33. 3 a .3 67.9 
Vascular lesions affecting central nervous system_______|________ 8.8 32. 1 10. 6 1 342. 3 
Other cardiovasoularmiisease: 42 anaes. cones eee. ee 5.9 28. 9 se) (4) Kaa 
Malignant heoplasms= sees ue oeaken UG eee Ee 4.9 15. 4 (4) “4 61.3 

Diabetesimellituaz amie See en ee ee ee 6. 7 20. 4 2.9 worige 
Arthritis and 1heupia pier oa ee owe See el 8. 0 19. 7 13. 6 ae “110.3 
Accidents. 2 feces aoa s ater ame wee me Nee oH 21.1 6.8 5 88. 8 
All othersliseasesse. 7 =. epeh ws sien ot Soe ae es 9a). ved. 27. 6 4.1 a 65. 0 
ee ee a a ee Pe BS See 


1 Estimates are based upon a 50-percent sample of the patient master card file. 


2 Only the primary diagnosis is used. For Sixth Revision, 


3 Less than 0.5 percent. 
4 Less than 0.05 visits. 
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International List numbers of diagnoses, see table 4. 


A Study of Selected Home Care Programs 


care services during the calendar year 1952. 
Every other patient was selected in alphabetic 
sequence. ‘These data were obtained from the 
summary card file on patients and certain addi- 
tional information was obtained from other 
patient service files kept by the program. All 
subsequent tabulations of the statistics were 
made after the study team’s return from the 
field. It was believed that the resultant data 
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for the 50-percent sample of patients receiving 
services during 1952 would give reliable indi- 
cation of certain general characteristics of this 
home care program. 


Reference 


(1) Unterman, D., DeGraff, A. C., and Meleny, H. E.: 
Study of home care in a municipal hospital. 
J. A. M. A. 140: 152-155, May 14, 1949. 
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Boston Dispensary Domiciliary Medical Service 


Boston, Mass. 


Origin of the Program 

The Boston Dispensary has assumed the 
responsibility of providing home medical care 
to the indigent and medically indigent in the 
city of Boston for the past 157 years. . Unlike 
many other cities, Boston has never employed 
city physicians for this purpose. 

In 1796, a small group of public-spirited men 
established the Boston Dispensary. The prin- 
ciples upon which the institution was founded 
(1) were: 

1. ‘The sick, without being pained by sepa- 
ration from their families, may be attended 
and relieved in their own houses. 

2. “The sick can, in this way, be assisted 
at a less expense to the public than in any 
hospital. 

3. “Those who have seen better days may be 
comforted without being humiliated; and all 
the poor receive the benefits of charity, the 
more refined as it is the more secret.” 

A century and a half later the dispensary 
still adheres to these principles. 

In 1856, when a central outpatient clinic 
was added, the Boston Dispensary provided 
both home care (domiciliary service) and 
outpatient clinic services. Gradually, the 
number and variety of services increased. 
In 1910, a full-time director was appointed, 
and the responsibility for the direction of the 
domiciliary service was delegated to a super- 
vising physician. 

In 1929, the dispensary joined with the 
Floating Hospital and Tufts College Medical 
School to form the nucleus of the New England 
Medical Center, which provides clinical experi- 
ence to Tufts College medical students. Since 
the formation of the New England Medical 
Center, the stated objectives of the domiciliary 
medical service have been: 

1. To meet patients’ needs by providing high- 
level physician services, and by making pro- 
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visions for other services through effective 
utilization of community agencies. 

2. To provide a training experience in a 
community setting for residents and fourth- 
year medical students from Tufts College 
Medical School. 

Today, services available to both acutely and 
chronically ill patients in their homes include 
physician’s services, medical social services, 
medications and medical supplies, laboratory 
and X-ray services, nursing, physical therapy, 
hospitalization, housekeeping, transportation, 
home teaching, hospital equipment and sup- 
plies, and prosthetic appliances. 


Program 1951-52 


This section of the report is primarily con- 
cerned with a description of the Boston Dis- 
pensary program as it operated during the 
fiscal year October 1, 1951—September 30, 1952. 
Statistical data were obtained from material 
compiled by the Boston program and from a 
special hand tally made for a 9-percent sample 
of medical visits. Cost data were obtained 
directly from program records. 


Administration 


The responsibility for the planning and direc- 
tion of the domiciliary medical service, and 
related teaching responsibilities, were delegated 
to a physician director by the director of the 
dispensary. An advisory committee, composed 
of the director of the dispensary and the dean 
of Tufts College Medical School, met with the 
director of the domiciliary medical service 
approximately once a year to discuss policy 
changes. 

The domiciliary medical service staff was 
composed of a part-time physician director, 
4 resident physicians, 1 medical social worker, 
1 chief clerk, and 2 part-time clerical assistants. 


A Study of Selected Home Care Programs 


The director of domiciliary medical service 
devoted approximately one-half of his time to 
administrative duties, teaching, and super- 
vision of the medical staff. 

The four residents spent about 75 percent of 
their time in caring for patients and in assisting 
with the supervision and teaching of medical 
students. Approximately 25 percent of their 
time was spent in the dispensary clinics. 

The medical social worker, in addition to 
providing direct services to patients, par- 
ticipated in program planning and in the teach- 
ing of medical students. 

The chief clerk was responsible for all 
clerical activities. 

Arrangements were made with other de- 
partments of the dispensary to provide medi- 
cations, X-rays, and some laboratory services. 

Services not available through either the 
domiciliary medical service or the dispensary 
were arranged for by informal working agree- 
ments with many community agencies. Some 
of these agencies and the services they fur- 
nished were as follows: 

1. The Visiting Nurse Association provided 
nursing services, physical therapy, some nutri- 
tion consultation, and some medical supplies 
without charge to the program. - 

2. The Boston Provident Society Homemaker 
Service provided homemaker service without 
charge to the program. 


Table 1. Source of funds and value of services used 
by the home care program, Boston Dispensary 
Domiciliary Medical Service, October 1951-Sep- 
tember 1952 





Funds received and estimated 


: Amount | Percent 
value of services used 


























Hl A Dia Ay 2 aN Ree ee $41, 177 100 
marcas Tecorved sa ~2 3 Li 025 Hes 33, 970 82 
United Community Services_-_--- 23, 867 58 
Patients and families... --~ Dla 6 
Welfare department (for serv- 
ices to patients on relief) _-____- 7, 586 18 
Estimated value of services pro- 
wig (i fs is aa ea RCS eae eae 7, 207 18 
Boston Dispensary (estimated)_--| 2, 407 6 
Tufts College Medical School 
CNA Se ee ee ee -=| 4,500 11 
Miscellaneous (estimated, appli- 
ances and equipment) -~------ 300 1 
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3. The Boston City Health Department 
provided chest X-rays and laboratory services, 
in accordance with its usual policy. 

4. Community hospitals provided hospitali- 
zation for diagnostic and therapeutic care. 

Source of Funds and Costs of Services. An 
estimated budget of $41,177 was set up by the 
domiciliary medical service to provide home 
care to patients during the fiscal year October 
1951 through September 1952. About 82 per- 
cent of this amount was actual cash outlay by 
the program. The remaining budget items were 
the estimated values of specific services pro- 
vided by the Boston Dispensary and Tufts 
College Medical School without charge to the 
home care program (table 1). No cost esti- 
mates were available for many other services 
provided to patients without charge to the 
program. Among these were the services and 
supplies provided by the Visiting Nurse Asso- 
ciation, the Boston Provident Society, the 
State and city health departments, and various 
other agencies. The value of services of medical 
students was also not included in the cost data. 

Detailed data on the available costs is shown 
in table 2. Personnel services, including direct 
services to patients and administration, ac- 
counted for about 69 percent of the costs 
listed. Other direct services to patients, such 
as laboratory, X-rays, medications, and sup- 
plies, amounted to 9 percent of the costs, and 
other overhead expenses accounted for about 
22 percent of the costs. 

Since the number of patients served was not 
known and therefore could not be used as a 


base figure, the unit cost figure used by this 


program was based on the number of visits 
made by physicians and medical students. The 
program staff estimated that the average unit 
cost per medical visit was $2.85 for the fiscal 
year 1951-52. This figure included the cost of 
social service; laboratory, X-ray, and medical 
supplies; and other direct services. It was de- 
rived by dividing the total cost of operating the 
program by the total number of medical visits 
($41,177 divided by 14,434 visits). 


Operational Policies and Procedures 


The policy of the domiciliary medical service 
was to provide care to indigent and medically 
indigent patients with both acute and chronic 
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Table 2. 


1951-September 1952 


Recorded costs of services provided by the Boston Dispensary Domiciliary Medical Service, October 










































































Cost of service 
Type of service Expenditures Pa fmater.valng 
Total from home : 4, Ati 
care funds 1 Meta ate 
out charge 
Total Roper i ee e a a)  S et $41, 177 $33, 970 $7, 207 
Ditect:ser Vicente uaien ote gare sees OE mrtg rey eo 22, 719 17, 984 4, 735 
Person haiereey ae eee tae» ee Reh. SRE ~ 19, 088 14, 713 4, 375 
Physicians: 
Director: ol serviCes eee ae ete eee ee eee 500 D002 See. aa eee 
Residents sas te Gee Sere te Ne Stabe ks 14, 288 11, 288 3, 000 
Const] Gants iemeeee ie 2 eee rere ne ye ee eet ee ae PAUU gS ee Meee eri a 200 
Stiden tee ee ee ed we ri is ee Ne eee a RS See ce 
Nurses’ (Visiting NursevAssociation) #292 2 2s ee ee A oe ee ee ee 
Socialiworkers)2 sce ew ee eae Ma pe. Sees ee Or a ee 4, 100 2, 925 ib AR 
Other personnel tose oe en hwy ee eye ie a we eee eae eee acta ef ete ne 
Otherisenvices snd'supplics samme see ee eee ees ee ee 3, 631 3, 271 360 
Laboratory Be eee tees ee tt 331 33l Hawes Oe aes 
WX PS V8 ig Sse ee een eee eens CEO eee 282 Sie tne cee 50, |e ee ees 50 
Hospital equipmen tester: tame ae ee ee 100 Se rae eee 100 
Medications and medical supplies_______________________- 1, 706 1; 706 {See eee 
Orthopediciappliances= =e een See eee Le eee 200 Was eee ee 200 
eLrANSDOTTAULONZOL De LLCI CS tee ee eee ee ee =e ee 10 22s See eee 10 
‘Transportation+ob statics sea ene eee a 1, 234 |, 2344 eae See es es 
Administrative and, other expenses=_- === == =- eee 18, 458 | 15, 986 2,472 
Personnel. ett Raw n ree oh, sa 1 eine 9, 495 | 8, 495 | 1, 000 
Program (directorate ees ee tee eee ee eS 5, 500 4, 500 1, 000 
Chicf cler ke even eee en em ne ae ed ee 2, 100 29:1 OO 512 Sas ees 
Other iclerksa(2eparceulinG) eee eee nee ee 1, 895 AU L 915 Ws [ia ee Sh wee a le 
Other’ GX PCNSCS Sete ee ey oi oe eee ode eee Ba) 8, 963 7, 491 1, 472 
Overhead (space, Jicht#beat)2. 22-2 se see ere See 6, 833 5, 361 1, 472 
Office supplies and eqnipmient 7. We dC Se 537 5ST. eels are ese 
Telephonese 25 Sore seat ee a. eee eo alia |e ee 1, 593 L5OSM 2 is res EE = 








1 No estimate was available for value of services provided by visiting nurses. 
2 Includes part-time chief of social service of Boston Dispensary and 1 full-time social worker. 
3 No estimate was available for value of direct services provided by personnel such as physical therapists, 


nutritionists, home teachers, and housekeepers. 


4 The figures shown under “‘other services and supplies” are only those provided through the Boston Dispensary. 
Laboratory, X-ray equipment, and supplies were also provided by the State and city health departments and other 


agencies. 


Nore: Average unit cost recorded by the program was $2.85 (total available cost of $41,177 divided by 14,434 
total medical visits during year). Not included are costs for many services provided by other agencies. 


illnesses living in specified areas in the city of 
Boston. The ‘Boston Uniform Admitting 
Policy” (2) used by hospitals and outpatient 
departments was the base from which judg- 
ments were made. Some of the factors taken 
into consideration were: 

1. Nature of medical problem. 

2. Family income, resources, and indebted- 
ness, 
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3. Availability of health and hospital in- 
surance. 

4. Special resources available and the public 
health responsibility of the institution. 

Referrals for persons living within the area 
covered by the service were accepted from any 
individual or agency in the community. Pa- 
tients with all diseases were eligible. However, 
patients with active pulmonary tuberculosis 
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were accepted only under unusual circumstances 
and obstetrical cases were not eligible. Calls 
were accepted from 8:00 a.m. to 12 noon7 days 
a week, and visits were made the same day. 
Calls received after 12 noon were accepted for 
visiting the following day. Patients or families 
requesting emergency service were referred to 
the nearest hospital. 

All patients who were referred and who were 
eligible for service were visited at least once by 
a staff physician. The decision to continue 
medical care in the home, to make other ar- 
rangements for care, or to terminate services 
was made by the resident, alone or in consulta- 
tion with the director. When, in the opinion 
of the resident, alone or in consultation with 
the director or the medical social worker, the 
services of other personnel—such as nursing, 
physical therapy, or homemaker—were required, 
the case was referred to the appropriate agency. 
Personnel of the service staff and personnel of 
other agencies gave continuity of services to 
patients by sharing information with each other. 
The methods used included individual con- 
ferences, telephone calls, case conferences, case 
records, and some written reports. 

Records. The individual case record included 
identifying data, medical history and_ ex- 
amination, physician’s progress notes, and 
abstracts from other medical facilities when 
received. When the patient was known to the 
social service staff of the program, summary 
social service notes were incorporated in the 
case record. Although there was no formal 
plan for routine summary reports from partici- 
pating agencies, there were frequent telephone 
conferences that centered around patient care. 
These were, however, rarely recorded in the 
patient records. 

Oonferences. Several scheduled conferences 
were held under the leadership of the director 
of the domiciliary service. Staff conferences 
for resident physicians were held monthly in 
order to discuss medical policy. Case confer- 
ences designed to plan for patient care were 
held weekly. These were attended by the resi- 
dent physicians, medical students, medical 
social workers, and representatives from com- 
munity agencies that were providing services to 
patients. Frequent informal staff conferences 


Public Health Monograph No. 35, 1955 


were held to discuss plans for individual pa- 
tients and operational policies. 

Although the director of the service was em 
ployed on a part-time basis, he had an office in 
the dispensary building and was usually avail- 
able to discuss patient care or problems with 
staff members. 


Services to Patients 


There were no available data on the amounts 
of services provided except the number of resi- 
dent physician and medical student visits and 
the number of patients known to social service. 

Medical Services. Direct services were pro- 
vided by resident physicians, fourth-year medi- 
cal students under medical supervision, and 
medical consultants. The range of services 
included histories, physical examinations, ad- 
ministration of medications, collection of speci- 
mens for laboratory examinations, diagnostic 
and therapeutic procedures (such as electro- 
cardiograms and chest and abdominal taps), and 
minor surgical procedures. Consultation serv- 
ices in pyschiatry, gynecology, and ophthal- 
mology were provided in the home. Other 
medical consultation services, such as physical 
medicine, dermatology, surgery, dentistry, and 
special fields of internal medicine, were provided 
in the dispensary outpatient clinics. As shown 
in table 3, a total of 14,434 visits were made by 
staff physicians and medical students during 
the fiscal year 1951-52. Approximately 22 
percent of these visits were to patients newly 
admitted to the service; about 41 percent were 


Table 3. Medical visits to patients, by admission 
status, Boston Dispensary Domiciliary Medical 
Service, October 1951—September 1952 





Medical visits 


Admission status 
Num- Per- 
ber cent 








LOGS ls See ee: ae os ee EES 14, 434 100 
Initial visits to new admissions_—___-_- somes 22 
Initial visits to reinstated ! patients__| 5, 993 41 
Revisits to patients for any 1 illness__| 5, 326 37 








——— 


1Jn this program, the term ‘reinstated’ is used in- 
stead of “‘readmission.’”?’ This term implies patients 
previously served by the program and inactive for an 
indefinite period of time who are visited by the physi- 
cians for a new episode of illness. Any patient can be 
reinstated once or several times during a year period. 
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to patients reinstated to the service; and 37 
percent were revisits to patients for any one 
episode of illness. 

Social Services. Medical social services were 
provided to patients by the medical social 
worker assigned to the service. During fiscal 
year 1951, 332 limited services and 16 compre- 
hensive services were provided. 

Limited services included uncomplicated re- 
ferrals to other agencies for financial assistance 
and homemaker service, referrals to family and 
children’s agencies, assistance with transporta- 
tion, help in securing special equipment and 
appliances, and reports to other agencies in- 
volved in patient care. 

Comprehensive services included continued 
casework service to patients and families to 
help them understand and cope with problems 
related to the illness. Complicated referrals 
to other agencies were also counted as a compre- 
hensive service. 

Nursing Services. Direct nursing seryices to 
patients were provided under the direction and 
supervision of the Boston Visiting Nurse Asso- 
ciation. The range of services included dress- 
ings, injections, irrigations, demonstrations, 
teaching members of the household how to care 
for the patient, and health instruction to 
patients and families. 

Physical Therapy. Prescribed physical ther- 
apy treatments were provided in the home by 
registered physical therapists on the staff of the 
Boston Visiting Nurse Association. 

Nutrition Services. Nutritional instructions 
were provided through consultations to staff 
and direct services to patients in their homes. 
Direct services were provided by the nutrition- 
ist from the dispensary food clinic and by a 
staff nutritionist from the Visiting Nurse 
Association. 

Homemaker Services. When the need was 
indicated, homemaker services, including clean- 
ing, cooking, and general supervision of children, 
were provided by the Boston Provident Society. 

Medications. Necessary medications were 
provided through the dispensary pharmacy. 

Laboratory and Diagnestic Tests. Laboratory 
examinations of blood, sputum, and urine were 
provided through the dispensary laboratory. 
Throat cultures were sent to the city health 
department for processing. : 
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Hospitalization. Although hospital service 
for diagnosis and treatment was usually pro- 
vided by the Boston City Hospital, other hos- 
pitals in the area frequently provided care. 

Other Services. Patients were provided with 
prostheses, hospital equipment, sickroom and 
medical supplies, and transportation from a 
variety of community sources. 


Characteristics of Patients 


Although the number of different patients 
served annually was not known, some indica- 
tion of the size of the program can be obtained 
from the number of visits made to patients by 
physicians and medical students. Of the 
14,434 medical visits made to patients in their 
homes during fiscal year 1951, 3,115 were visits 
made to new patients for the first time. In 
addition, 5,993 initial visits were made to 
patients reinstated with a new episode of illness. 
(Patients who were previously served by the 
program and who were then inactive for an in- 
definite period of time were ‘‘reinstated’”’ when 
the physicians and medical students visited 
them for any new episode of illness. Any 
patient could have been reinstated once or per- 
haps several times during any year period.) 
From the above figures, it may be assumed that 


Table 4. Medical visits to new and reinstated 
patients, by general age group, Boston Dispensary 
Domiciliary Medical Service, October 1951-Sep- 
tember 1952 


























Medical visits 
Age and admission status 

Number ae 
New patients on program___________ 3, 115 100 
Children 1.22 “ieee ee eee 2, 348 75 
Adults 2.25 S232 3a GR) See 767 25 
Reinstated patients 3___.____________ 5, 993 100 
Childtén 22-24%: jae eee 4, 946 83 
A GUIS zee =. be ee 1, 047 ee 








1 Under 16 years. 

216 years and over. 

3 In this program, the term “reinstated” is used in- 
stead of “readmitted.” This term as used implies 
patients previously served by the program and inactive 
for an indefinite period of time who are visited by the 
physicians for a new episode of illness. Any patient 


can. pe reinstated once or several times during a year 
period. 
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Table 5. Medical visits to patients, by diagnostic category and admission status, Roxbury and South Boston 
Districts, Boston Dispensary Domiciliary Medical Service, October 1952 and January 1953 
Re EEE eae eee ETE iy a TLS GO rhe hi SANs 




















Medical visits 
Di : Patients 
lagnostic category Bavieits for 
Total any one 
pists Reinstated iliness 
) Number 

wool Teh EL AIS SS ee ee 1, PB 281 520 436 

SS DASE 6 ARSE PND ie Naan habeas Meera Mik: Sain mee 1, 032 250 461 321 
hippemrerpiratory infections? 2222.03 fee ect 494 134 230 125 
Infectious diseases common among children ?___________ 69 19 38 12 
Spmemneucerdincaseg. 2 Po S oF el ioe me are 469 97 188 184 

8 SE SGC A eye ee eee ee 169 19 39 111 
SECT AC siete pail ei Ran a Fee cma se ae 36 12 20 4 

Percent 

Oi Saat ea ee ee a a nn oo. ee 83 89 88 74 
Ppperresravory intections. Yost. 2 el Lie 40 48 45 29 
Infectious diseases common among children____________- 5 i 7 3 
PREORAROMGO CISCASCR. 682s Layee ee ole 38 34 36 42 
ECAP AS OSES octets BE LTB Oe hve 14 7 8 25 
feamnmeiteT een ACO oo ek tt its Ee 3 4 4 1 











1 Includes common colds, tonsillitis, pharyngitis, laryngitis, and sinusitis. 

2 Includes mumps, chickenpox, whooping cough, and scarlet fever. 

3 Includes diseases for which patients require home care for 3 months or more. 

* Includes conditions with no evidence of physical disease or with undiagnosed symptoms only. 


Nore: In order to ascertain the general diagnostic categories of patients visited on the program, an attempt was 
made to obtain a representative sample of visits made, by diagnosis. Since it was known that upper respiratory 
infections and children’s infectious diseases were most prevalent in the winter months and least prevalent in the 
summer and fall, 1 winter month and 1 early fall month were chosen to help offset this seasonal bias. Time periods 
close to the date of the study were selected because diagnosis data on the patients visited were more readily available. 
The districts of Roxbury and South Boston were selected for study because it was believed by program administra- 
tors that these two districts would provide a representative cross section of the patient populations served by the 


program. 


About 60 percent of all visits during October 1952 and January 1953 were made to patients in the 2 


districts selected. This would yield about a 9-percent sample of all visits made during the entire year. 


the number of different patients served during 
the year fell somewhere between the lower range 
of 3,115 patients (total new admissions) and 
the upper range of 9,108 patients (total new 
admissions plus reinstatements). 

Age, Sex, and Diagnosis. About 75 percent 
of the new patients admitted to the program 
during the fiscal year were children under 16 
years of age (table 4). This proportion of 
children and adults among the new admissions 
would probably give at least a fair indication of 
age proportions among the total number of 
patients. 

A sample of medicai visits made to patients 
during 2 months (October 1952 and January 
1953) was used to obtain an indication of the 


Public Health Monograph No. 35, 1955 


diagnoses of patients (see note to table 5). 
About 83 percent of all medical visits in the 
sample were made for acute diseases, of which 
upper respiratory diseases alone accounted for 
about 40 percent (table 5). This coincided 
with the large proportion of visits to children. 
Although almost 48 percent of all visits to new 
patients were made because of upper respiratory 
infections, only about 29 percent of revisits 
were made to patients in this diagnostic cate- 
gory. The reverse relationship was found for 
visits to chronically ill patients. Although only 
14 percent of total visits in the sample were 
made to chronically ill patients, about 25 per- 
cent of the revisits were made to these patients. 

Visits to patients, by relief status, are shown 
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Table 6. Medical visits to patients, by relief status, 
Boston Dispensary Domiciliary Medical Service, 
October 1951-September 1952 



































Medical 
visits 
Relief status eT 

Num- | Per- 

ber cent 
Total 2a eee eas 14, 434 100 
On: relief. {See 2 Jos See 3, 6438 25 
Old age assistance. —- == 225-46 —=—— 469 3 
Aid to dependent children _ _~__----- 1, 890 13 
General reliciaeee ras hee 1, 284. 9 
Nonrelici patients= = - =... === = 10, 791 75 
in table 6 for fiscal year 1951-52. About 25 


percent of all visits were made to patients re- 
ceiving public assistance. More than half of 
these visits were to patients receiving assistance 
under the Aid to Dependent Children program. 


Home Care and Professional Education 


Medical Education 


The domiciliary medical service has been 
used as an educational resource for graduate 
and undergraduate medical training since 1929, 
when the Boston Dispensary and Tufts College 
Medical School became parts of the New 
England Medical Center. The director of the 
domiciliary medical service, who is in charge of 
the educational program, is an assistant profes- 
sor of medicine in the department of medicine 
of Tufts College Medical School, and partici- 
pates in the planning of the fourth-year 
curriculum. “ 

Graduate Education. The program of grad- 
uate teaching was established to provide 
medical school graduates with practical experi- 
ence in medical care in the home. At least 1 
year of internship and a license to practice 
medicine in Massachusetts are prerequisites 
for acceptance as a resident. One year of 
service as a resident can be used toward 
fulfilling the requirements of the specialty 
boards in internal medicine or pediatrics. The 
residency, which is for 1 year, may be renewed. 
Residents have appointments as assistants in 
medicine or pediatrics in the medical school. 
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Under the supervision of the director of the 
domiciliary medical service, the residents are 
responsible for home visits to patients and for 
supervision of fourth-year medical students 
assigned to the program. Residents in medi- 
cine are required to attend morning staff 
rounds in the New England Medical Center 
Hospital before going to the Boston Dispensary, 
where they work in the medical clinic from 10 
a.m. to12noon. They are expected to attend 
all lectures and clinical conferences held for the 
hospital staff. Pediatric residents have the 
same responsibilities in the Boston Floating 
Hospital (pediatric) and the pediatric clinic of 
the Boston Dispensary. All of the residents 
may attend such educational activities as 
those of the Bingham Associates Program, 
which are held at the New England Medical 
Center. 

During the study period, four residents were 
on the staff. Because of the inability to 
recruit more residents, the director of the 
service was planning to assign to the program 
medical residents from the New England 
Medical Center Hospital and pediatric resi- 
dents from the Boston Floating Hospital. 
These residents would serve as staff physicians 
on the domiciliary medical service for 3 months. 

Undergraduate Education. During their 
fourth year in medical school, students are 
assigned to the domiciliary medical service for 1 
month full time. The assignment is designed 
to give the students, under direct supervision, 
practical experience in medical care in the home. 
Upon assignment, students are oriented to the 
service through meetings with the director of 
the domiciliary medical service, the director of 
social service of the Boston Dispensary, a 
representative from the visiting nurse associa- 
tion, and the office executive of the program. 

Each student is assigned two or three cases 
per day by the resident—usually two new 
visits and one revisit. On all new visits, the 
student is under the direct supervision of his 
resident. The student goes into the home alone, 
takes the history, and makes the physical 
examination. The resident meets the student 
in the home and checks his work, and together 
they plan for treatment and necessary revisits. 
Revisits are made by the student alone. If 
necessary, he may telephone the director of the 
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service for further guidance. Cases visited 
by the student alone are discussed with the 
resident on the following day. The ‘director 
reviews each student’s caseload to make sure 
that he is assigned a variety of cases. The 
director also holds individual conferences with 
the students once a week to discuss their cases. 

Students are required to attend clinics at the 
Boston Dispensary 6 days a week from 10\a. m. 
to 12 noon. They choose to attend either 
the medical or pediatric clinic, but they may 
attend one of the specialty clinics if one of 
their home care patients has been referred for 
diagnosis or consultation. 

Planned clinical conferences are held periodi- 
cally from 9 to 10 a. m. During these confer- 
ences, members of the department of medicine 
of Tufts College Medical School discuss specific 
diseases. Two mornings a week, from 9 to 10 
a. m., a physician on the staff of the Boston 
Dispensary holds conferences with the home 
care students to discuss selected cases from the 
dispensary. 

During the month’s full-time assignment, 
each student prepares a report on one of his 
home care cases, selected for its interesting 
medical and social content. These reports are 
reviewed by the staff medical social worker, who 
selects the best reports for presentation at a 
regularly scheduled weekly social service con- 
ference. The conferences are attended by the 
director of the program, all home care students, 
the staff medical social worker, the director 
of social service of the Boston Dispensary, and 
representatives from those other community 
agencies which are providing services to the 
patient under discussion. 

Table 7 shows the proportion of visits to 


Table 7. Medical visits made by physicians and 
medical students, Boston Dispensary Domiciliary 
Medical Service, October 1951-September 1952 





Medica] visits 





Visit made by— 
Num- Per- 
ber cent 

















Oba pee seth} Somes Sees ate 14, 484 100 
Phivsicians onesies _ eet SU 8, 288 57 
Physicians accompanied by students__| 3, 876 27 
PLUGCHIS IODC se een. ie eee 24270 16 
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home care patients made by medical students, 
as compared with those made by residents. 
Sixteen percent of all home medical visits were 
made by students alone, whereas they ac- 
companied the physicians on their home 
visiting rounds 27 percent of the time. The 
remainder (57 percent of all medical visits 
during the fiscal year 1951-52) were made by 
the physicians alone. 


Developments Within the Program 


Although there have, of course been many 
changes during the 157 years that the Dom- 
iciliary Medical Service has been in operation, 
the primary objectives, as outlined in 1796, have 
remained the same. 

Major changes have occurred primarily in 
administrative patterns and in the range of 
services, which has been increased to keep pace 
with advances in medical science. Starting 
with physician service in 1796, the program has 
been expanded to include nursing care (1814), 
social service (1908), nutritional guidance (1918). 
and gradually, over the years, many of the var- 
ious specialized fields of medicine, including re- 
habilitation, have been made available to 
patients in their homes. 

Depending upon funds available, the size of 
the professional staff of the Domiciliary Medical 
Service has varied from 1 physician, paid on a 
fee-for-service basis during the first year of 
operation, to an all-time high of about 20 full- 
time physicians and 30 to 40 part-time physi- 
cians. 

The areas covered by the program have been 
reduced from the entire city to those sections 
of the city where the greatest needs exist. 

Until the establishment of the Community 
Fund in the early 1930’s, contributions from 
civic-minded individuals were the major sources 
of operating funds. In September 1951, the 
department of public welfare began reimburs- 
ing the program for medical services provided 
to all recipients of public assistance. 

Records have been changed from a ledger- 
type record to more inclusive individual cumu- 
lative records. 

During the first year of operation (1796), 
records show that about 80 patients received 
medical care in their homes. The program 
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grew until it was giving home care to thousands 
of patients each year. It is not known just how 
many different patients received home medical 
services each year prior to 1928, when individual 
records were first kept. For the years 1928-52, 
there were approximately 150,000 different pa- 
tient records, which would yield an average of 
6,000 new names added to the records during 
each year of the 25-year period. This figure, 
of course, would be less than the annual average 
number of different patients served, since many 
patients would be carried over from year to year. 


Table 8. Number and average cost of medical visits 
made by physicians of the Boston Dispensary 
Domiciliary Medical Service, selected calendar 


years 1856-1949 and fiscal years 1950-51 and 1951-52 








Number Average 

Year of visits | unit cost ! 
L856 2a Shae Se Pe a ae 1S" 400h |S as ee 
1SO4 Cee eer oe Seer s, See Dal 2 ele ee 
19D 7a ie ees eer eee 4, 724. $0. 83 
ARS P Lee See a Pie ee, eee TOG le) See ee 
193.9) eee eR ae en orn (vines 54, 503 1. 00 
LO40 27 .o re eee Li pet ee 16, 286 1. 67 
1950-51 eS 8 ee Sk ee el ley 08} ne 2 See 
bho i GV eat oe ee ee a 2 ey SS 14, 434 235 











1 Does not include value of services provided without 
charge. 


Using available medical visit data as an indi- 
cation, the number of patients served annually 
has varied greatly throughout the history of this 
program. If we assume that the number of 
visits per patient during recent years has stayed 
about the same, it would appear that the num- 
ber of patients served annually varied according 
to prevailing economic conditions. At the end 
of the depression in 1939, 54,503 home medical 
visits were made. Similarly high numbers of 
visits were made during all the depression years. 
In recent years, the total number of medical 
visits has decreased, ranging between 13,000 
and 16,000 visits per year. The past 25 years 
have witnessed an increase in the average unit 
cost (cash expenditures of the program divided 
by total medical visits) from about $0.83 in the 
calendar year 1927 to $2.35 per medical visit in 
the fiscal year 1951-52 (table 8). (These cost 
figures do not include the value of services pro- 
vided to the program without charge, which, for 
1951-52, brought the unit cost up to $2.85.) 
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Collection of Data 

In the home care program at the Boston Dis- 
pensary, a numerical record file is kept in 
chronological order for all patients given serv- 
ice since 1928. It was estimated that this file 
contained more than 150,000 different names, 
as of the date of the field study. Identifying 
data, referral data, and physician’s reports on 
each patient are kept in this file. In addition, 
an alphabetical index card file is maintained for 
each patient. A daily logbook is kept for each 
district in the program, which contains data on 
medical visits and the diagnoses of new and 
reinstated patients visited. Routine monthly 
statistics compiled by the program personnel 
contain certain summary data on medical 
visits. No compilations are made of the total 
number of different patients served during the 
year (an unduplicated count of patients), nor 
of patient characteristics, such as age group 
and diagnosis. No records are kept on the 
amount of services other than medical visits. 
(The agencies providing these other services do 
not keep separate records for the Boston Dis- 
pensary home care patients.) 

An indication of certain general character- 
istics of patients was obtained from the medical 
visit data compiled in the program for the fiscal 
year October 1951—September 1952: the number 
of visits to adults and to children, to new 
patients, and to patients on relief, and the 
number of visits made by physicians and by 
medical students. 

In order to obtain information on the 
diagnoses of patients visited on the program, 
a hand tally from the medical visit logbook 
was done for a sample of visits made. The 
diagnosis for which visits were made was 
shown in the logbook for new and reinstated 
patients. The diagnosis of patients revisited 
for any one episode of illness was not indicated. 
By tallying visits made during recent months, 
the diagnosis of patients revisited could more 
readily be filled in by program personnel. 
Since it was known that upper respiratory 
infections and children’s infectious diseases 
were most prevalent during the winter months 
and least prevalent during the summer and 
fall, 1 winter month (January) and 1 fall month 
(October) were chosen to help offset the seasonal 
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bias. Two districts served by the program 
(South Boston and Roxbury) were selected for 
study because it was believed by the program 
administrator that they would provide a repre- 
sentative cross section of the patient popula- 
tions. About 60 percent of all medical visits 
during the 2 months selected for study were 
made to patients in the two districts selected. 
This would equal about a 9-percent sample of 
all visits made during the entire year. 

To have obtained complete data on the 
number of patients and the amounts of various 
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services provided would have necessitated ab- 
stracting a large number of individual records 
in the program and in other agencies. In the 
limited time allotted for field study, this proce- 
dure was not possible. 
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Massachusetts Memorial Hospitals Home Medical Service 


Boston, Mass. 


Origin of the Program 


The Home Medical Service of the Massa- 
chusetts Memorial Hospitals was begun in 1875 
as a joint activity of the hospitals and the Boston 
University School of Medicine. The program 
was designed to care for both the acute and 
chronic illnesses of the needy and medically 
needy living in the South End section of Boston, 
and to provide an educational experience for 
fourth-year medical students. The program 
was administered by the department of medi- 
cine, School of Medicine, until 1948, when a re- 
organization transferred administration to the 
department of preventive medicine of the School 
of Medicine. Since that time, educational pro- 
grams centered around patient care in the 
home have been developed for third- and fourth- 
year medical students, medical social work 
students, and senior student nurses. 

The objectives of the program are: 

1. To provide, through an organized ap- 
proach, more comprehensive services to patients 
in their homes and to place emphasis on the 
preventive aspects of medical care. 

2. To develop the “team concept approach” 
to patient care at both the staff and the student 
level. 

3. To utilize already established community 
services to help meet patient needs. 

The services available to patients include phy- 
sician services and consultation in the various 
specialties of medicine, medical social service, 
nursing, physical therapy, homemaker service, 
hospitalization, laboratory tests and other 
diagnostic procedures, drugs and medical sup- 
plies, hospital equipment and sickroom supplies, 
prostheses, and transportation. 


Program 1952 


The information contained in this section of 
the report is primarily concerned with a descrip- 


638 


tion of the program as it operated during the 
calendar year 1952. The area served by the 
program included the South End section of 
Boston and small adjacent sections in Roxbury. 
According to the 1950 United States Census, 
the population of the South End was 54,563, 
or about 7 percent of the total population of 
Boston. More than 41 percent of the popula- 
tion in the area were 45 years old or older, as 
compared to 32 percent for the city as a whole’ 
The median family income was $1,500, as com- 
pared to the median income of $2,643 for the 
total city. Almost 52 percent of the dwelling 
units were dilapidated or had no private bath 
as compared to 15 percent for the city as a 
whole. 

Statistical data for this report were obtained 
from compilations made within the program 
and from hand tallies of about 9 percent of the 
medical visits during the year. Cost data were 
obtained directly from program records. 


Administration 

Responsibility for the administration of the 
program was vested in the professor of pre- 
ventive medicine, Boston University School of 
Medicine, who also served as the director of the 
outpatient department, Massachusetts Memo- 
rial Hospitals. 

In addition to the director, the service and 
teaching staff of the program consisted of 2 
resident physicians, 1 medical social worker, 
a half-time public health nurse, 1 administra- 
tive assistant (clinical nurse), and secretaries. 
The assistant professor of mental health, the 
associate professor of psychiatry, and the in- 
structor of preventive medicine, Boston Uni- 
versity School of Medicine, provided consulta- 
tion to staff and students and participated in 
teaching conferences. 

The director devoted approximately one-half 
time to the program and was responsible for 
administration, overall supervision, and teach- 
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ing. The two residents taught and supervised 
the fourth-year medical students, who provided 
patient care. 

The medical social worker participated in 
program planning and in the teaching of 
medical, nursing, and social work students 
assigned to the program. She was responsible 
for liaison with community agencies, supervision 
of social work students, and provision of direct 
services to patients. Approximately 75 percent 
of her time was spent in the teaching program 
and in the supervision of social work students. 
The remainder was spent in working with 
community agencies and in providing direct 
services to patients. 

The public health nurse devoted approxi- 
mately half-time to the home care program. 
She participated in program planning and teach- 
ing conferences for medical, nursing, and social 
work students. She was responsible for deter- 
mining nursing needs, referral of patients to 
the nursing agency, the selection of patients 
to be seen by student nurses, and the super- 
vision of patient care provided by student 
nurses. In addition, she taught principles of 
public health nursing in the basic curriculum 
and was responsible for interpreting the domicil- 
iary medical care program and the public health 
aspects of nursing care to the nursing staff of 
the hospital. 

The administrative assistant, a graduate clin- 
ical nurse, was responsible for screening all calls, 
maintaining supplies and equipment, instructing 


Table 1. Source of funds, Massachusetts Memorial 
Hospitals Home Medical Service, calendar year 
1952 








Source Amount 

Opa lapse em pnes FEN Bee Tee APO $37, 816 

Boston University School of Medicine !_ - -_- 7, 082 

Commonwealth: Fund tiie Sale se eee 14, 519 

BublicwHealthy Service ta. ees 22 oe at 1, 750 
Massachusetts Memorial Hospitals (esti- 

mated value of services provided) ?___-__-- 14, 465 








1 Salaries. 

2 The welfare department was billed for $10,041 in 
behalf of patients served during 1952. This sum was 
to be paid to Massachusetts Memorial Hospitals to 
defray costs of home care. This amount was not de- 
ducted here because it cannot be applied to any 1 year. 
At least part of this money would be used during the 
following year. 
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medical students in nursing techniques, and for 
a variety of clerical and housekeeping duties. 

The secretarial staff was responsible for 
clerical functions. 

Arrangements were made with other depart- 
ments in the Massachusetts Memorial Hospitals 
to provide the following services: 

1. Medical consultation in the home or in 
the outpatient department by the staff of the 
hospital. 

2. X-rays in the hospital X-ray department. 

3. Processing .of some laboratory and other 
diagnostic tests in the hospital laboratory. 

4. Medications from the hospital pharmacy. 

Services not available through the program 
or the hospital were arranged for by informal 
working agreements with the following com- 
munity agencies: 

1. The Visiting Nurse Association, without 
charge to the program, provided nursing care, 
physical therapy, some nutrition consultation, 
and medical supplies. 

2. The Boston Provident Homemaker Serv- 
ice furnished homemaker service without charge 
to the program. 

3. Boston City Health Department took 
chest X-rays and performed some laboratory 
tests. 

Source of Funds and Costs of Services. Funds 
and services amounting to $37,816 were shown 
on the program budget for 1952. Most of the 
funds came from private sources (table 1). 
The major exception was reimbursements to 
Massachusetts Memorial Hospitals from the 
Department of Welfare for care given to recip- 
ients of public assistance. The department 
was billed for $10,041 for services provided 
during 1952, but not all of this amount was 
actually received by the hospital during the 
study year. 

Details on the recorded costs of services are 
shown in table 2. Salaries of personnel ac- 
counted for $24,911, or about 66 percent of the 
total. This included salaries for teachers, ad- 
ministrators, and persons providing direct 
services to patients. (Visits by medical stu- 
dents were made without charge.) The remain- 
ing 34 percent of the cost was spent for drugs. 
and supplies, depreciation, maintenance, and 
utilities. 

Many figures on the costs for providing 


69: 


Table 2. Recorded operating costs of Massachusetts 
Memorial Hospitals Home Medical Service, calen- 
dar year 1952 








Type of service Amount 

Total eee ee oe sae $37, 816 
Salaries... epee ee ee ie ene Se 24, 911 
Physiclankdirectores 2 sa ce eee ees 4, 810 
Assistant professor of mental health ?_____ 1, 750 
Instructor in medical social work ?_______- 2, 769 


Associate professor of psychiatry ?_______- 250 


Public health nursing instructor ?_______-_- 2, 000 
Instructor, department of preventive med- 
icine fee ee ee eae ee es Bn i eS Pa 1, 250 
Medicaliresidenteq(2) 2-22 =. 3) see 6, 000 
Administrative assistant__..........___-- 3, 500 
Secretary2o eee te ees SNe UPR ae 1, 920 
Sectetaryasee seee ante a Nn ee bs Bae 2 662 
Other'senvices ess seee eee ee Se ee 12, 905 
Pharmacvsandisupplicseees = ==) se ee 1, 100 


Depreciation of equipment 4________-__-_- 226 
Overhead expenses een. oe oenwa. one 11, 579 





1'The physician director of this program was also 
director of the outpatient department and professor of 
preventive medicine in Boston University Medical 
School. It was estimated that about half of his time 
was spent on the home medical care program, of which 
time about one-third was for teaching and two-thirds 
was for administration. 

2 Part time. 

3 Full time. 


4 Depreciation at 6 percent per annum on equipment 
used exclusively by the home medical care program. 


5 Overhead allocation is based on the percentage of 
space utilized by home medical care in the outpatient 
department building. This estimated cost includes 
maintenance, utilities, and depreciation of buildings 
and furnishings. 


Nore: Average unit cost was $3.05 (total program 
budget of $37,816 divided by 12,391 total medical 
visits during year). This figure does not include costs 
of many services provided to patients without charge 
to the program, such as nursing visits, clinic visits, 
laboratory, and X-rays. 


services were not available. These included 
costs of nursing and housekeeping services, 
clinic visits, laboratory work, and X-rays. 


Operational Policies and Procedures 


The policy of the home medical service was 
to provide care to the indigent and medically 
indigent in the South End section of Boston. 
Medical indigency was determined on an indi- 
vidual basis. The ‘Boston Uniform Admitting 
Policy,” (1), used by hospitals and outpatient 
departments, was the base from which judg- 
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ments were made. Some of the factors taken 
into consideration were: 

1. Nature of medical problem. 

2. Family income, resources, and indebted- 
ness. 

3. Availability of health and hospital insur- 
ance. 

4. Special resources available and the public . 
health responsibility of the institution. 

Referrals were accepted from any individual 
or agency in the community for persons living 
in the area served by the program. Patients 
in all age groups and with all diseases were 
eligible for home care. Calls were accepted 
daily from 8 a. m. to 3 p. m. for visiting the 
same day. Patients or families requesting 
emergency service were referred to the Boston 
City Hospital. All patients eligible for service 
were visited at least once by a fourth-year medi- 
cal student. The decision to continue care in 
the home, to make other arrangements for care, 
or to terminate medical services was made by 
the student, alone or in consultation with the 
preceptors. 

When, in the opinion of the medical student, 
alone or in consultation with the preceptors and 
other staff members, other services, such as 
nursing, physical therapy, social service, or 
housekeeping service were required, the case 
was referred to the appropriate staff member 
or to a community agency. 

The methods used for interchange of informa- 
tion between personnel of the program and per- 
sonnel from other agencies included individual 
conferences, case conferences, telephone calls, 
case records, and some written repotts. 

Records. For teaching purposes, individual 
patient records were maintained by type of 
service and were filed separately. The medical 
record included identifying data, medical his- 
tory and examination, progress notes, and, when 
received, abstracts from other medical facilities. 
Notations indicating services provided by other 
professional personnel were entered in the 
medical record. 

Comprehensive social services were recorded 
in detail on separate social service records and 
were filed in the hospital social service depart- 
ment. Limited social services were recorded 
on consultation sheets and filed in the patient’s 
medical records. 
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The nursing records included identifying data, 
patient’s diagnosis and physician’s orders for 
treatment, progress notes, and pertinent social 
data. 

There was no formal plan for routine sum- 
mary reports from participating agencies on 
care provided to patients. However, there were 
frequent telephone conferences centered around 
patient care, and notations were made in the 
appropriate record. 

Conferences. ‘There was a variety of teaching 
conferences centered around patient care, some 
of which were attended by personnel from all 
categories and by representatives from partici- 
pating agencies. When indicated, staff con- 
ferences for planning and administrative pur- 
poses were called by the director. 


Services to Patients 


The only available data on the amounts of 
services provided to patients were the number 
of visits made by physicians and medical stu- 
dents and the number of patients known to the 
social service staff. 

Medical Services. Direct services to patients 
in the home were provided by fourth-year 


medical students under the supervision of the 
two residents. The range of services included 
medical histories, physical examinations, ad- 
ministration of selected drugs, and collection 
of specimens for laboratory examination. Staff 
members in all the medical specialties at the 
Massachusetts Memorial Hospitals provided 
consultation services to patients, either in their 
homes or at the outpatient clinic. <A total of 
12,391 home visits were made by medical stu- 
dents and residents during the year, of which 
approximately 48 percent were initial visits to 
patients for any one illness and 52 percent were 
revisits to patients during any one illness 
episode. 

Social Services. Medical social services were 
provided to patients by the medical social 
worker and by the two students assigned to the 
program. During the calendar year, 70 lim- 
ited services and 57 comprehensive services were 
given. Limited services included uncompli- 
cated referrals to other agencies for financial 
assistance and homemaker service, referrals to 
family and children’s agencies, assistance with 
transportation, help in securing special equip- 
ment and appliances, and reports to other 


Table 3. Medical visits to patients, by diagnostic category and general age group, Massachusetts Memorial 
Hospitals Home Medical Service, 48-percent sample of visits made during January and October 1952 


Diagnostic category 





Medical visits 








AN GTO TRESS 2 Se W'S LS ee oe ee ae 


Upper respiratory infections 1____--- ee eee 
Infectious diseases common among children ?___-~-_-- 
WMiphermaciioudiseises. see ee. ts Soe eas ee a 


Clnidevairin ge VETer Se ee Se, a ee ee ee ee 
‘Una BYE 6 It eee ee Se eee ee oe ae eee 


























Children under 
Total 15 years Adults 

Num- Per- Num- Per-. | Num- Per- 

ber cent ber cent ber cent 
1, 146 100 857 100 289 100 
953 83 | 812 95 141 49 
389 34 347 40 42 15 
249 22, 245 29 | 4 1 
315 Qi 220 26 95 33 
148 13 Wd y 131 45 
45 4 28 3 17 6 




















1 Includes common colds, tonsillitis, pharyngitis, laryngitis, and sinusitis. 
2 Includes measles, mumps, chickenpox, whooping cough, and scarlet, fever. 
3 Includes patients with no evidence of physical disease, or with undiagnosed symptoms only. 


Nore: Effort was made to obtain a representative sample of medical visits to patients, in order to show an indica- 
tion of the general diagnostic categories and age groups of patients. Since it was known that more respiratory infec- 
tions and children’s infectious diseases were prevalent in the winter months, one winter month and one early fall 
month were chosen to help eliminate this bias. All visits made by two student doctors in each month were tallied, 
which amounted to 48 percent of all visits made during the 2 months. The sample equaled about 9 percent of all 
visits made during the entire year 1952. 
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agencies involved in patient care. Compre- 
hensive services included continued casework 
services to patients and families when the major 
problem centered around the illness situation 
and involved the patient’s and the family’s 
understanding and acceptance of the illness. 

Nursing Services. Direct nursing services 
were provided under the direction of the Boston 
Visiting Nurse Association. The range of serv- 
ices included dressings, injections, irrigations, 
personal care, health instruction to patients and 
families, demonstrations, and teaching a re- 
sponsible member of the household how to care 
for the patient. 

Physical Therapy. Prescribed physical ther- 
apy treatments were provided in the home by 
registered physical therapists on the staff of the 
Boston Visiting Nurse Association. 

Nutrition Services. Limited nutritional in- 
struction was provided to patients by the nu- 
tritionists on the staff of the Boston Visiting 
Nurse Association. 

Homemaker Services. Homemaker services, 
including cleaning, cooking, and general super- 
vision of children, were provided, when indi- 
cated, by the Boston Provident Society. 

Medications. Medications were provided 
through the pharmacy of the Massachusetts 
Memorial Hospitals. 

Laboratory and Diagnostic Tests. Simple lab- 
oratory tests, such as routine blood and urine 
tests, were performed by the medical students 
under the supervision of a member of the de- 
partment of preventive medicine. More com- 
plicated tests were sent to the laboratory of the 
Massachusetts Memorial Hospitals for process- 
ing. Some throat cultures, sputum, and cul- 
tures for diphtheria were sent to the city health 
department for examination. 

Hospitalization. Hospital services for diag- 
nosis and treatment were provided by the 
Massachusetts Memorial Hospitals and the 
Boston City Hospital. 

Other Services. Patients were provided with 
prostheses, hospital equipment, sickroom and 
medical supplies, and transportation from a 
variety of sources in the community. 


Characteristics of Patients 


Although the number of different patients 
served annually was not known, some indica- 
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Table 4. Medical visits to patients, by relief status, 
Massachusetts Memorial Hospitals Home Medical 
Service, calendar year 1952 


























Medical visits 
Relief status i ed ae 

Num- | Per- 

ber cent 
Total visits to all patients________--- 12, 391 100 
Visits to patients on relief_____-_---- Bh eArE 32 
Old. agé-assistance 4. -uluegs. Poa 461 4 
Aid to dependent children___- ~~~ ~~ 2, 362 19 
General*relief-2 63 4u he Sasa es 1, 000 8 

Aid to disabled, to veterans, and 

blind Soran 2 = 825 Sa 154 1 
Visits to nonrelief patients__-_-_---- 8, 414 68 











tion of the size of the program could be obtained 
from the number of home medical visits made to 
patients and from the number of new admis- 
sions to the program. Of a total of 12,391 home 
medical visits made during the calendar year 
1952, 2,187 were made to new patients. In 
addition, 3,734 initial visits were made for new 
illness episodes of patients previously visited. 
(It is probable that a number of patients on the 
program were visited for two or more episodes 
of illness during the same year.) From these 
figures it may be assumed that the number of 
different patients served fell somewhere between 
the lower range of 2,187 patients (total new ad- 
missions) and the upper range of 5,921 patients 
(total new admissions plus initial visits to pa- 
tients for new episodes of illness). 

Since no data had been compiled on the char- 
acteristics of the individual patients served, a 
sample of the visits made by two medical stu- 
dents during January 1952 and by two others in 
October 1952 was tallied to show the general 
diagnostic categories and age groups. Since 
comparatively more respiratory infections and 
children’s infectious diseases are known to be 
prevalent during the winter and early spring 
months than in the summer and fall, one winter 
month and one fall month were chosen for tally 
in order to get & more representative sample. 
The visits in the sample equaled about 9 per- 
cent of all visits made during the entire year 
1952. 


Of a total of 1,146 visits tallied in the sample, 
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953 visits (83 percent) were made for diagnosis 
and treatment of acute diseases (table 3). 
Upper respiratory infections and children’s 
infectious diseases, such as measles, mumps, 
whooping cough, scarlet fever, and chickenpox, 
accounted for about two-thirds of the visits to 
patients with acute illness. About 13 percent 
of the medical visits in the sample were made to 
patients suffering with chronic diseases, and the 
remaining 4 percent were made to patients with 
unclassified illnesses or special conditions. 

Almost three-fourths (857) of the visits in the 
sample were made to children under 15 years 
of age. Acute illnesses accounted for about 
95 percent of these visits. Of the 289 visits 
made to adults, about 49 percent were due to 
acute diseases, 45 percent were due to chronic 
diseases, and the remainder were made _ to 
patients with no definite diagnosis. 


The medical visits to patients on relief during 
1952 are shown in table 4. Of a total of 12,391 
medical visits made during the year, 3,977 
visits (almost one-third) were made to patients 
receiving public assistance. The largest group 
was composed of recipients of aid to dependent 
children, to whom 2,362: visits were made. 
Patients receiving general relief received 1,000 
visits during the year. Four hundred sixty-one 
visits were made to old age assistance recipients, 
and the remaining visits were made to recipients 
of disability, veterans, and blind assistance. 


Home Care and Professional Education 


The home medical care program was used 
as a resource in the education of hospital resi- 
dents, medical students, student nurses, and 
medical social work students. The students 
from the various professional schools were 
oriented together, and all attended the joint 
professional case conferences concerned with 
patient care. The cases discussed at these con- 
ferences were selected by the medical social 
worker. The medical, nursing, and_ social 
work students were responsible for preparing 
and presenting information on the various 
aspects of the patient and family situation. 
The medical social conferences were intended to 
develop an understanding of the social needs 
of patients and families and of family interrela- 
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tionships and to point out the community 
resources available to meet patient and family 
needs. 

It was the hope of the program director and 
supervisors that by working and _ planning 
together at the student level, the three student 
groups would develop both a basis for mutual 
professional understanding and a team approach 
to patient care. 


Graduate Medical Education 


Each year since July 1, 1949, two residents 
from Massachusetts Memorial Hospitals have 
been assigned full time for 1 year to the depart- 
ment of medicine to work in both the home 
medical care program and the outpatient depart- - 
ment. They are required to have had 1 year 
of approved internship and 1 year of residency, 
and they are allowed to count the training 
on this program as a year’s credit toward the 
requirements .of the specialty boards (internal 
medicine and pediatrics). Under the direction 
and supervision of the director of the program, 
these residents devoted approximately two- 
thirds of their time to outpatient clinic activi- 
ties. Their responsibilities for the supervision 
of medical students included daily group con- 
ferences with students regarding patients being 
treated in the home, home visits with students 
to selected patients, and review of students’ 
records. 

The residents participated in teaching confer- 
ences in both the home medical care program 
and the hospital. 


Undergraduate Medical Education 


Fourth-year medical students from the Bos- 
ton University School of Medicine were as- 
signed in groups of six to the home medical 
care program for a period of 1 month, full 
time. Under the supervision of the residents, 
students were responsible for providing medi- 
cal care to patients. The range of services 
provided included histories, physical examina- 
tions, diagnoses, dispensing simple medications, 
collecting blood and urine for testing, collecting 
other specimens for laboratory diagnosis, and 
maintaining patient records. Under the super- 
vision of a member of the department of 
microbiology of the medical school, students 
did their own plating for throat cultures and 
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for cultures from suppurating lesions. Thor- 
acenteses and paracenteses were done by the 
students in the patient’s home with a resident 
present. Students carried a large part of the 
caseload. At least four residents would have 
been required to make home visits if medical 
students had not been assigned to the program. 

In addition to their conferences with resi- 
dents, the medical students attended a weekly 
conference conducted by the staff psychia- 
trist, where the psychosomatic aspects of cases 
were discussed. 

A program designed to give third-year med- 
ical students an opportunity to observe chronic 
illness in the home was also conducted by the 
Boston University School of Medicine. At the 
beginning of his third year, each student was 
assigned a family from the rolls of the home 
medical care program. Under the supervision 
of the professor of preventive medicine, the 
student was responsible for general medical 
care, health instruction, and disease prevention 


for the family for a period of 9 months. This 
program was started in September 1949. 
Nursing Education 
The Massachusetts Memorial Hospitals 


School of Nursing inaugurated an educational 
affiliation with the home medical care program 
on an experimental basis in December 1952. 
In order not to duplicate established community 
nursing services, patients to be seen by students 
were cleared with the Visiting Nurse Associa- 
tion. 

The objectives of the educational experi- 
ences were: ! 

1. “To provide concrete educational expe- 
rience for third-year student nurses through 
observation, demonstration, and participation 
in the care of the patient in the home. 

2. ‘To learn basic techniques so that re- 
sponsibility for actual care can be safely 
administered. 

3. “To develop an appreciation of the func- 
tions and experiences of medical students and 
social work students. 

4. “To understand better the patient as an 
individual correlating such factors as may affect 
his physical, emotional, economic, and social 


1 Massachusetts Memorial Hospitals: Unpublished 
materials. 
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well-being in the home, community, and hos- 
pital. 

5. “To acquaint the student with the need 
of health teaching of the patient and family 
emphasizing nutrition and mental health. 

6. “To increase the knowledge of the nurse 
in application of past experience through care 
for a patient and family as a whole. 

7. “To develop an appreciation of the nurse’s 
role in the continuity of medical care including 
prevention of disease and promotion of physical 
and mental health. 

8. “To help to create positive attitudes 
toward the acquisition and maintenance of 
health. 

9. “To learn about and appreciate com- 
munity resources and the contribution they 
offer to individuals.”’ 

The plan provided for the assignment of all 
senior nursing students to the home medical 
care program full time for a period of 4 weeks. 
A public health nursing instructor on the fac- 
ulty of the Massachusetts Memorial Hospitals 
School of Nursing was assigned part time to 
the home medical care program to be respon- 
sible for planning and supervising the student’s 
educational experience. 

During the student’s orientation to the pro- 
gram, she was introduced to staff members and 
other students, learned policies of the home 
care program, read selected materials, and at- 
tended general orientation conferences given to 
students in all categories as well as conferences 
devoted specifically to nursing service. 

During the 4-week assignments, the students’ 
time was about equally divided between indi- 
vidual and group conferences and patient care. 
The students were given caseloads that pro- 
vided opportunities to observe and care for 
patients with both acute and chronic illnesses 
and to work with both adults and children. 
Their responsibilities included providing nurs- 
ing care to selected patients, giving simple 
health instruction on normal nutrition and 
health measures, maintaining patient records, 
and participating in conferences with students 
from other professions in planning for patient 
care. When patients whom they had seen in 
the home were hospitalized or referred to the 
outpatient department, the student nurses were 
encouraged to visit them. These visits gave 
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the student an opportunity to review the pa- 
tient’s record and to observe his physical con- 
dition and his general attitude toward his ill- 
ness and environment. 

Teaching and supervisory methods included 
demonstrations, visiting with students in the 
patients’ homes, individual and group confer- 
ences to discuss patient care and related prob- 
lems, and review of patient records. The stu- 
dents’ activities were closely supervised. 

The home medical care program had been 
used for student nurse training for only 3 
months at the time of the study and no evalua- 
tion of the educational experience had yet been 
made. The community nursing aspects of the 
program were to be evaluated at the end of 6 
months by a committee composed of represen- 
tatives of the hospital school of nursing, the 
visiting nurse association, and the director of 
the home medical care program. This evalua- 
tion was to include a review of the selection and 
clearing of patients visited by the students and 
a determination of whether or not nursing 
services were being duplicated, or whether there 
were gaps in services so that patients needing 
care did not receive it from either a student or 
a member of the Visiting Nurse Association 
staff. Educational values of the program were 
to have been evaluated at the end of 1 year. 


Social Work Education 


During 1952, two second-year students from 
the Boston University School of Social Work 
were assigned to the home medical care program 
for field work experience. 

They were assigned for 3 full days per week 
from September through May, with the excep- 
tion of the school vacation periods. They were 
supervised by the medical social worker in the 
home medical care program. It was a require- 
ment of both the program and the school that 
the supervisor spend 2 hours per week in con- 
ference with them. Liaison between the super- 
visor of the program and the school of social 
work was maintained through quarterly reports 
by the students and monthly supervisor’s con- 
ferences at the school of social work. In addi- 
tion, the faculty supervisor of medical social 
work made field visits in order to read case 
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records prepared by the students and to discuss 
their field work experience with the supervisor. 

During the first week of assignment to the 
program, students were given an orientation, 
which consisted of meeting staff and learning 
policies and procedures. With social service 
students assigned to other departments of the 
Massachusetts Memorial Hospitals, they par- 
ticipated in monthly meetings throughout the 
school year as a part of a planned program for 
orienting students to the hospital setting. At 
these meetings, members of the hospital staff, 
such as the hospital administrator, the chief 
nurse, and the chaplain, talked with the stu- 
dents and explained their various services. 

Cases were assigned to the students by the 
supervisor, who tried to select cases that would 
give them a broad range of medical and social 
problems, as well as an opportunity to work 
with both children and adults. The students 
worked with patients and families whose social 
problems were directly related to illness and 
who needed help in understanding the illness 
and in adjusting to the problems it created. 
The students were also given an opportunity, 
through case situations, to work cooperatively 
with community social agencies, to learn to 
interpret medical recommendations to social 
agencies, and to bring significant social data 
to the staff of the home care program. 

The students were responsible for providing 
casework services to selected patients and fam- 
ilies, for maintaining social service records, for 
preparing summary social service reports, for 
preparing quarterly reports to the school, for 
attending monthly social service staff confer- 
ences, and for participating in weekly medical 
social teaching conferences. 


Developments Within the Program 


Since the 1948 reorganization, there has been 
an increase in size and composition of the pro- 
gram staff, and the teaching program has been 
expanded to include medical social work and 
nursing students. Two medical residents and 
a medical social worker were added to the staff 
in 1949 to supervise student activities and to 
provide some direct services to patients. A 
part-time public health nursing instructor was 
added to the staff in 1952 to supervise the activ- 
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Table 5. Trend data, Massachusetts Memorial Hospitals Home Medical Service, July 1948-December 1952 






































July= Calendar year 
December — 
ae 1949 | 1950 | 1951 | 1952 
Number of new admissions to the program 1_________-___------ 1, 170 2, 800 2, 095 1, 947 2, 187 
Number of mediealaisiiges: see ee ee sete eee ey. N. A. 11, 608 | 14, 734 | 14, 148 12, 391 
Initial visits fomany.oneslinesse sese se. a. ees ee ee ee N. A. 5, 091 4, 946 yy WSs 5, 921 
Revisits tor samen nesses: aetna ee eee ee N. A. Gao ea 9, 789 8, 570 6, 470 
Average: 11it: COS tae pct ee gee oe 8 N. A. $2.12 | N. A. $2. 20 $3. 05 
N. A.—Not available. 
1 Average number of new admissions per year was 2,266. 
ities of student nurses assigned to the program, patients. A daily call book was kept, showing 


and to participate in program planning and 
teaching programs for other student categories. 

Table 5 shows trend data in relation to new 
admissions, medical visits, and average unit 
costs for the period July 1948—December 1952. 
During this period a total of 10,199 different 
patients were admitted for services, or an aver- 
age of 2,266 new patients per year. 

The average unit cost (program budget di- 
vided by total medical visits) increased from 
$2.12 in 1949 to $3.05 in 1952. This unit cost 
does not include the value of services provided 
without charge to the program. 

The director of the program would like to 
provide for greater continuity of patient care by 
assigning medical students to home medical 
care, to the outpatient department, and to the 
hospital ward simultaneously for a 4-month 
period. In this way, the patient would have 
greater continuity of medical care and the 
students would have an opportunity to follow 
the patient from one service to another. 


Collection of Data 


In this program, individual medical records 
were on file for all patients.served since the 
program was organized in its present form in 
July 1948. (There were about 10,000 different 
records as of December 31, 1952.) Each pa- 
tient record folder contained the following in- 
formation: identifying data, date of referral 
for each illness, diagnoses, detailed report on 
medical visits, and reports of other services to 
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certain information about requests for service. 
Daily log sheets containing summary informa- 
tion on patient visits were kept by the medical 
students. 

Routine monthly statistics showing the num- 
ber of initial medical visits for any one illness, 
revisits, and visits to patients receiving public 
assistance were compiled. In addition, a tally 
was kept of the number of new admissions to 
the program each year. No data were compiled 
on the total number of different patients served 
annually, or on services other than medical 
visits. 

For purposes of this study, the data already 
compiled in the program were supplemented by 
a special hand tally of about 48 percent of the 
medical visits made during January and Oc- 
tober 1952. Visits made by two student physi- 
cians in each period were tallied from the daily 
logbooks. Since upper respiratory infections 
and children’s infectious diseases are most 
prevalent during the winter months and least 
prevalent during the summer and fall months, 
one winter month and one fall month were 
chosen for tally in order to obtain more repre- 
sentative samples. The resultant sample 
equaled about 9 percent of all medical visits 
made to patients during the calendar year 1952. 


Reference 
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Philadelphia Intensive Home Care Plan 
Philadelphia, Pa. 


Origin of the Program ) 


A study of chronic illness by the Philadelphia 
Health and Welfare Council in 1945 laid the 
foundation for the Philadelphia Intensive Home 
Care Plan. The study revealed that 50 percent 
of persons with long-term illness, known to 
agencies and institutions in metropolitan Phila- 
delphia, could be cared for in their homes if the 
necessary home services were available. A 
committee of the council was appointed to 
study the problem. 

In 1948 the committee recommended that 
home care services be established as a pilot 
program in the Germantown section of Phila- 
delphia. The plan was designed to: 

1. Facilitate and extend home care and re- 
habilitation to persons with long-term illness by 
correlation and expansion of medical, nursing, 
and allied services. 

2. Demonstrate that such a program is a 
practical and economical method of providing 
satisfactory care for many patients with long- 
term illness and that it could be extended suc- 
cessfully to cover the entire Philadelphia area. 

The Philadelphia Visiting Nurse Society was 
selected as the most appropriate administrative 
agency for the program because it furnished 
home nursing service and physical and occupa- 
tional therapy and was in a position to develop 
and extend the program to other sections of the 
city. The plan was approved by the Phila- 
delphia County Medical Society, with the stipu- 
lation that the medical consultant would be a 
practicing physician. 

The bases for selecting the Germantown area 
were its fairly typical residential character, the 
availability of many of the necessary commu- 
nity services, and the community’s interest in ex- 
tending services to meet the growing problem 
of chronic illness. 

According to the 1950 census, the population 
of Germantown was 326,487 persons (about 16 
percent of the total population of Philadelphia). 
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Living standards in Germantown were appar- 
ently above the city’s average, for only about 
3 percent of the dwellings had no private bath 
or were dilapidated, as compared with 12 per- 
cent for the city as a whole. The average 
monthly rent in the Germantown area was 
$55.97, as compared with $40.19 for the entire 
city. 

The program began operation in April 1949. 
Services available to patients included medical, 
medical consultation, nursing, social work, phys- 
ical therapy, occupational therapy, part-time 
housekeeping, laboratory and X-ray procedures, 
transportation, speech therapy, and hospitaliza- 
tion. Drugs and medical supplies, appliances, 
sickroom equipment, and sickroom supplies 
were also furnished. 

Three distinct features of the Philadelphia 
Intensive Home Care Plan are: 

1. The plan is administered by an allied med- 
ical agency. 

2. The patients remain under the care of their 
private physicians. 

3. The services of the plan are available to 
persons who can pay, as well as to the indigent 
and medically indigent. 


Program 1952 


This section of the report is primarily con- 
cerned with a description of the program as it 
operated in the Germantown area during the 
calendar year 1952. The statistical data on 
services provided were obtained through ab- 
stracts of individual patient records, and the 
cost data were taken directly from records 
maintained by the program. 


Administration 
Responsibility for administration of the 
program was vested in the director of the 
Visiting Nurse Society. The staff of the home 
care program consisted of a part-time medical 
consultant, a full-time coordinator of nursing, 
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and a part-time secretary. A steering com- 
mittee, including the part-time medical con- 
sultant and representatives from civic and 
professional groups, assisted the director in 
policy formulation and fund raising. The 
administrative details were delegated to the 
public health coordinator of nursing, and the 
medical administrative aspects of the program 
were the responsibility of the part-time medical 
consultant. 

The medical consultant devoted approxi- 
mately one-fourth of his time to the program. 
He was responsible for determining the medical 
suitability of patients referred to the program, 
for all haison with private physicians and the 
medical staffs of hospitals, for monthly review 
of reports from private physicians, for conduct- 
ing patient evaluation conferences, and for par- 
ticipation with the director and the steering 
committee in overall planning and interpreta- 
tion of the purposes of the plan to interested 
community groups. 

The coordinator of nursing was responsible 
for screening all referrals and for evaluating 
the general suitability of patients’ homes. 
She participated in planning conferences for 
patient care, was responsible for seeing that all 
services ordered by the attending physicians 
were provided, facilitated the coordination of 
services through formal and informal con- 
ferences and reports, and initiated requests for 
consultation on special problems. 

The secretary was responsible for the major 
portion of the secretarial and clerical duties 
connected with the home care program. 

The home care administrative plan provided 
that the staff and facilities of the Visiting 
Nurse Society would furnish: 

1. Nursing care by the nurse serving the area 
where the patient lived. 

2. Physical therapy by a staff physical 
therapist. 

3. Occupational therapy by a staff occupa- 
tional therapist. 

4, Nutrition and mental hygiene consultation 
by staff serving the patients through the nutri- 
tion and public health nursing mental hygiene 
consultants. 


5. Sickroom supplies and equipment. 
Provisions were made in the home care 
budget to pay for moderate amounts of house- 


78 


keeping services at prevailing rates and for 
drugs and medical supplies. 

Services not directly available through the 
Visiting Nurse Society were arranged for 
through informal working agreements with the 
following individuals and community agencies 
in the Germantown area: 

1. Private physicians were to provide all 
medical care to patients. Medical consulta- 
tions were provided by hospital medical staffs 
or private medical consultants. 

2. Starr Centre Association was to provide 
nursing service to patients living within a 
specific section of the Germantown area. 

3. Speech therapy was to be provided by a 
private therapist. 

4, Local hospitals were to provide hospital- 
ization, X-rays, and laboratory and other 
diagnostic procedures. 

5. Family Society was to provide social serv- 
ice consultation to the staff and casework 
services to families. 

6. Medical supply companies were to provide 
hospital equipment. 

7. Voluntary groups were to provide trans- 
portation for patients and visitors. 

Source of Funds and Costs of Services. Funds 
for general use in the home care program were 
provided by various private sources, including 
the Community Chest, private foundations and 
trust funds, private agencies, and individuals. 
During 1952, a total of $12,650.33 was given 
directly to the home care plan for general use. 
In addition to this amount, refunds from 
patients for specific services totaled $311.16. 
A salary equivalent to the salary of one full- 
time public health nurse and the overhead and 
administrative costs of operating the home care 
program were paid by the sponsoring organiza- 
tion, the Visiting Nurse Society of Philadelphia. 
The value of these services, provided without 
direct charge to the [HCP (intensive home care 
plan), was estimated to be $15,956.16 for the 
calendar year 1952. 


Funds given directly to IHCP account___ $12, 650. 33 


Refunds from patients for specific services_ 311. 16 
Motalefinds! 24 is eeta a eee 12, 961. 49 

Estimated value of services provided by 
Philadelphia visiting nurse society _____ 15, 956. 16 
Total funds and services provided__ 28, 917. 65 


A Study of Selected Home Care Programs 


Costs of operating the program during 1952 
charged directly to the IHCP amounted to 
$12,443.90. This amount did not include the 
costs of most of the physician visits made to 
home care patients, which were paid by the 
patients themselves or by the department of 
public assistance. In a very few instances the 
costs of physician visits were paid by the 
IHCP. Frequently, arrangements were| made 
by the IHCP with other agencies to provide 
services for which the patient would make 
direct payment to the other agency. No 
record was kept of the costs of these services. 

From available records in the program, the 
net expense of operating the IHCP for 1952 was 
derived as follows: 


Cost of services charged directly to IHCP__ $12, 443. 90 
Less refunds from patients for specified 


“SETAE PA ag 9 et 311. 16 
Net direct expenses______________ 12, 132. 74 

Estimated cost of services charged to 
visiting nurse society operating account. 15, 956. 16 
Total expenses (direct and indirect). 28, 088. 90 

Less approximate income earned by field 

staff in fees from home care patients or 
SPCNCIOS a ae Po ae eee OS 3, 650. 00 
Pep Ox penser. Aah he 2 24, 488. 90 


The larger proportion of direct services to 
patients provided by the field staff of the IHCP 
and the Visiting Nurse Society were paid for by 
the IHCP. Services for 24 patients, or about 
28 percent, were paid completely by JHCP 
(exclusive of physician services.) Seventy per- 
cent received at least part of their home care 
services through payments made by IHCP, with 
the remainder being paid for by patients them- 
selves or by third parties, such as life insurance 
companies, the American Cancer Society, and 
the department of public assistance. The 
details on recorded costs of providing services 
to patients during 1952 are shown in table 1, 
including costs of direct services, administra- 
tion, and overhead that have been charged to 
the IHCP budget. 

Only two patients (2 percent) paid for all 
services provided to them in home care (table 2). 
Twenty-nine patients (about 34 percent) paid 
for part of their services. The remaining 55 
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patients (64 percent) did not pay for any of 
their home care services (exclusive of physician 
services.) Of payments made in behalf of 
patients, two life insurance companies paid for 


Table 1. Recorded costs of providing services, 
Philadelphia Intensive Home Care Plan, calendar 
year 1952 











Type of service Amount 
Cost of services charged directly to IHCP 

account: 

Coordinator ormursing 2.2.42. 2.0 $3, 473. 42 
IPD Vsicalkthera pistes eee eee ee 2, 982. 92 
Occtipational therapist. = 2s... 718. 37 
NOCreCALY: Tee. eee ee ee eee 1, 505. 32 
Medicaliconst tants se aes 1, 971. 62 
Speech therapists and private physicians 

fOr PAtienthse ose ee eee ee ee 300. 50 
IEIOUSEKECD CS 5 ee ee ene ate 334. 45 
Medical supplies, surgical appliances, 

UGE: Beery eter ee ee a ae Cn ee 342. 78 
Offices stip pliesmes meee = eee eee 56. 42 
PUbLICIC yaaa ee eee a ee 2 658. 10 
Conference expenses________--__------ 100. 00 

‘Total direct expenses. 222 === 32 12, 443. 90 
Refunds from patients for services: 
Speech therapists: -2== 2 Soo] aa ee 124. 50 

OQusekee persis ss as ee ee Se 20. 00 
Medicalisupplics) ctcs==2 sae es 166. 66 

‘otal abe Soe ae a ss. See 311. 16 
Net direct expenses__.._.-_------- 12,132. 74 
Estimated cost of services charged to VNS 
operating account: 
Maintenance for field staff (2% per- 
sons):! 

Cartaren’| 221 <ceeeeeniee 8 Fy ured 937. 50 

INUTSINGesU'p piles ene een 250. 00 

Overhead: 2sbeser sr See est 2 5, 800. 00 
Salary for field nurse not included in 

direct costs (1 full-time nurse) _ ~~ ___- 3, 408. 00 
Overhead for nurse coordinator and 

BECTECALY eae oo eee ee ee 3, 480. 00 
Administrative overhead for special 
WEGIGCh eee ese sts ee 2, 080. 66 
Total from VNS operating account__| 15, 956. 16 
Total expenses, direct and indirect__| 28, 088. 90 
Less approximate income through fees 
from home care patients °. __..-__-=--- 3, 650. 00 
ING CX DEMAD: «astern Di oe oes 24, 438. 90 





1 Staff used for nursing, physical therapy, and occu- 
pational therapy visits. 

28 percent of total Visiting Nurse Society project 
expense. 

3 Includes fees paid by patients and those paid in 
behalf of patients by insurance companies and the 
department of public assistance. 


Nore: The average gross cost per patient-day during 
1952 was $2.07 (based on gross expense of $28,088.90 
divided by 13,589 total patient-days). The average 
net cost per patient-day was $1.80 (based on net expense 
of $24,438.90 divided by total patient-days). 
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Table 2. Number of patients, by method of pay- 
ment for services, exclusive of visits by physicians, 
Philadelphia Intensive Home Care Plan, calendar 
year 1952 





Patients 


Num-| Per- 
ber cent 





Method of payment ! 





























Total Sees see ee eee 86 100 
Full payment by patients or families_ __ 2 2 
Part-pay by patients=__~_--------_-- 29 34 
Remainder paid by: 
Intensive home care plan (IHCP)__ BE 27 
Life insurance companies and 
TH @ RES eee eng ee ee ee 5 6 
American Cancer Society and 
LH GP aes Se eee See eee 1 1 
No payment by patients______-_-_--_-_- 55 64 
All payments made by: 
EI: Pres oe at eee ete ee eae ee 24 28 
Life insurance companies and 
| ek Sone AS eran ney Se app ales ON 16 19 
American Cancer Society and 
LC Pate eee et ee ea ees 2 2 
Department of Public Assistance 
1a el EEG aes poe ee Serene Sem e e 13 I35} 











1 With very few exceptions, all fees for private 
physician visits are paid by the patients themselves or 
by the department of public assistance and are paid 
directly to the physician. The methods of payment for 
patient services indicated in this table are for all other 
services to patients, except physician visits. 


part of the services for 21 patients, or about 
one-fourth of the total patients. The depart- 
ment of public assistance made payments for 
part of the services provided to 13 patients, 
or about 15 percent. 


Operational Policies and Procedures 


The Philadelphia Intensive Home Care Plan 
offered a combination of medical and _ allied 
services to selected persons of all age groups 
with long-term illness living in the Germantown 
area. Persons with tuberculosis and mental 
illness were not considered eligible for care in 
the home. Referrals were accepted from any 
individual or agency in the community, but 
patients were considered for care only with the 
consent of their private physician. Medical 
abstracts and social summaries were requested 
from private physicians and hospitals for all 
patients referred. 


Patients were visited by the medical director 
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and the nursing coordinator to determine 
suitability for care. Patients were considered 
eligible if they met the following broadly stated 
criteria: 

1. The patient’s needs could be met in the 
home. 

2. The patient and family wanted the service. 

3. The patient’s home environment was 
physically suitable. 

4. The patient wanted to be at home and a 
responsible member of the household was able 
and willing to provide adequate care. 

Patients considered suitable for care were 
discussed with the patients’ own physicians by 
the medical director. The need for services 
such as nursing, physical and occupational 
therapy, social service, and housekeeping were 
discussed and detailed orders for patient care 
were secured. Following this discussion, per- 
sons who were to be concerned with patient care 
met in conference to plan for instituting services. 

There was interchange of information on 
patient care among the personnel of the pro- 
gram, the private physicians, and personnel of 
other participating agencies. The methods used 
included written reports, individual and group 
conferences, telephone calls, and case records, 

An individual folder which included identify- 
ing data, medical abstracts, correspondence, 
monthly summary reports from private physi- 
cians, and monthly reports from personnel pro- 
viding direct services was maintained for each 
patient. Cumulative progress notes were re- 
corded on separate records by persons responsi- 
ble for each type of service. When the patient 
was discharged, these notes were filed in his 
folder. 

In addition to the initial planning conference 
at the time a patient was admitted to the pro- 
gram, periodic evaluation conferences were held 
to discuss patient progress and future plans. 
All personnel working with the patient were 
invited to attend these conferences. 


Services to Patients 


Care was provided to 86 persons during the 
calendar year 1952. The average monthly 
census was 40. The amounts and types of 
services are indicated in table 3. (For detailed 
data by diagnostic category, see table 10.) 

Medical Services. Direct medical services to 


A Study of Selected Home Care Programs 


Table 3. 


Services to 86 patients,! Philadelphia Intensive Home Care Plan, calendar year 1952 











Type of service 








i S1CL aT eee eee ieee Me ee 
Rai ee i Oo too Fir 
DeRCELCISOQNSIGAN Gt) ete we | eee 
RemmeeCOUrt i ALOl se tee oe 
Nursing 
7 SEN | 1 UNCUT) se: Sitiaa oe 2 i Da 5 eet ee Oe Se 
Peto A CHOIR DY ety Sous: 
PrreCuecharn yess fh eae ct Iw 5 ee SL ihe 
Casework service (Family Society)_._--.____________- 
PaetOmMaD Ome 2) 9 te tie 
Beer Mme inet 52 be) ie lo ee i ae, 
Medical supplies and appliances___________________-_ 














Patients receiving Visits per | Average 
services patient number 
eee receiving | of visits 
each per total 
Number Percent service caseload 

69 80 651 9. 4 7. 6 

mi 8 10 1.4 ih 

53 62 63 iY ait 

60 70 78 1.3 .9 

72 84 1, 566 21.8 18. 2 

58 67 1, 045 18. 0 12. 2 

32 37 283 8.8 3. 3 

fA 8 151 21.6 1.8 

5 6 (ite loess. 4... | 

9 11 IN. ASS 2 oe | 

4 5 NevAti kaso ¥ -} 25 ae ee 

7 8 Ne tile i eos A, | are 

















N. A.—Complete data not available. 


1 This table is based upon the total number of different patients receiving any kind of service during 1952. 


Some 


of these patients would have been on the program for the entire year and some, for at least several months during 


the veer. 


Other patients would have been discharged within a short time after the start of the study year or ad- 


mitted shortly before the year was ended. This latter group of patients would have received many services while 


on the program which would not be included in this table. 


For example, medical, nursing, and other services would 


have been given to these patients either prior to or following the study year. 


2 Or other unit of service. 
3 Units of services provided were not comparable. 


4 It is known that many additional patients received these services through arrangements made by the program, 
The costs were paid directly to the providing agencies by the patients themselves, thus no record of them was kept 


in the program. 


Note: 
incomplete. 


patients were provided by private practi- 
tioners in the Germantown area. All patients 
were visited by their physician sometime while 
on the program. Of 86 patients active on the 
program during the study year, 69, or 80 per- 
cent, received a total of 651 visits, or an average 
of 9.4 visits per patient. The remaining 17 
patients, for whom no physician’s visits were 
recorded, were probably patients discharged 
from the program a short time after the study 
year began or admitted just prior to the close 
of the study year. 

Nursing Services. Direct nursing care was 
provided by the staff of the Visiting Nurse 
Society and the Starr Centre Association. The 
range of services included personal care, dress- 
ings, injections, health instruction, orthopedic 
nursing, and teaching members of the family 
how to care for the patient. A total of 1,566 
visits were made to 72 patients during the study 
year, an average of 21.7 visits per patient who 
received nursing care. 


X-ray and laboratory services were provided to patients on the program, but data on these services were 


the staff of the Visiting Nurse Society. The 
services included such procedures as corrective 
exercises, Massage, lamp treatments, wax ther- 
apy, and crutch walking. A total of 1,045 
visits were made to 58 patients during the study 
year. This amounted to an average of 18.0 
visits to each patient receiving this service. 

Occupational Therapy. Occupational ther- 
apy was provided by therapists on the staff of 
the Visiting Nurse Society. A total of 283 
visits were made to 32 patients during 1952. 
This amounted to an average of 8.8 visits to 
each patient receiving the service. 

Speech Therapy. Speech therapy was pro- 
vided by a private therapist to 7 patients, who 
received 151 visits (an average of 21.6 visits per 
patient receiving the service). 

Social Services. The Family Service Society 
(Germantown office) provided casework service 
to five families of home care patients. The 
service was centered primarily around problems 
created within families by the patient’s pres- 


Physical Therapy. Physical therapy was Pi in the home... In addition, a caseworker 


provided by registered physical therapists on 
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¥ from the Family Society served in a consultant 
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capacity to the home care staff on nine cases. 

In addition, consultation on special problems 
was provided to staff nurses by the mental 
hygiene consultant (nurse) on the staff of the 
visiting nurse society. 

Other Services. Housekeeping services, hos- 
pital equipment, drugs, medical supplies, and 
appliances were supplied in a limited number 
of instances through the program. The figures 
shown in table 3 do not include the patients 
who may have secured these services through 
their own resources or from other agencies in 
the community. 

Data on X-ray and laboratory services pro- 
vided to patients were very incomplete, since 
no record was kept of these services when they 
were arranged for by the patients themselves. 


Characteristics of Patients 


About 46 percent of the total 86 patients 
served during 1952 had been referred for service 
by the Visiting Nurse Society or by the Starr 
Centre Association, another health agency, 
(table 4). Private physicians accounted for 
31 percent of the referrals during the year. 
Hospitals referred about 17 percent and the 
remainder came from other agencies and insti- 
tutions. 

Of the 48 patients newly admitted for service 
during 1952, about 52 percent had been referred 
by nursing agencies, with an accompanying 


Table 4. Source of referrals of patients, Phila- 
delphia Intensive Home Care Plan, calendar year 


1952 

















Total New admis- 
patients sions during 
served year 
Source of referrals 
Num-| Per- | Num-| Per- 
ber | cent | ber cent 
Totaleet=-ese-san 86 100 48 100 
Visiting Nurse Society___ 28 32 20 42 
Starr Centre Associa- 
pep (We = Mgel emery Sie ane ee 11 13 5 10 
Private physicians _~____ 27 31 14 29 
Germantown Hospital 2__ ill 13 5 10 
Other hospitals________- + 5 1 2 
Other agencies and insti- 
PUPLONS ce eee 5 6 3 7 




















1A health and nursing agency. 
2 Most of these referrals came from the social service 
department of the Germantown Hospital. 
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Table 5. Patients receiving home care services, by 
age and sex, Philadelphia Intensive Home Care 
Plan, calendar year 1952 





Sex 





Male 


Both sexes Female 


Age (years) 





Num-| Per- |Num-}| Per- |Num-} Per- 














ber | cent | ber | cent | ber | cent 

4Woypibet oa) 86 | 100 22 | 100 64 100 

Unders sass 0 0 0 0 0 0 

15—44. 0 Se eae 15 18 2 9 13 Al 

45-64-15 Seas 30 35 8 36 22 35 

65 and over_-_-_-_- 40 47 12 55 28 44 
Unknownee ses. Lo sGrqeat 4 (2) 1 iat) 




















1 Percentages are computed exclusive of patients 
whose ages are unknown. 


Note: Median age for both sexes, 62 years; for 
females, 61 years; for males, 67 years. 


decrease in the proportionate numbers referred 
by private physicians and hospitals. 

Age, Sex, and Diagnosis. Of 86 patients 
receiving home care services on the program 
during the calendar year 1952, 70, or about 82 
percent, were 45 years of age or older (table 5). 
Forty-seven percent were 65 years of age or 
older, and there were no patients under 15 
years. Almost three-fourths of the patients 
were females. 


Vascular lesions affecting the central nervous 
system, arthritis, and accidents ranked first, 
second, and third, respectively, as the primary 
diagnostic categories for which patients were 
given care during 1952 (table 6). Together 
these three categories accounted for 67 percent 
of all patients. Vascular lesions were the 
primary diagnosis of 32 patients, or about 37 
percent of the total. Arthritis was the primary 
condition being treated in 14 patients, or 16 
percent. Of this number, 13 patients were 
ill with rheumatoid arthritis and 1, with 
osteoarthritis. Of the 12 patients with acci- 
dental injuries, 11 had fractures of the hip, 
pelvis, or lower extremities, and 1 patient was 
suffering from paralysis due to electric shock. 
Diseases of the central nervous system, exclu- 
sive of vascular lesions, comprised the fourth 
largest disease group. Nine patients on home 
care were in this category. 


Length of Patient Stay. During the study 


A Study of Selected Home Care Programs 


year 1952, the 86 patients on the home care 
program received 13,589 days of care, ap average 
of 158 days, or almost 23 weeks per patient 
(table 7). Interim stays in the hospital of some 


Table 6. Patients receiving home care services, 
Philadelphia Intensive Home Care Plan, by diag- 
nostic category, calendar year 1952 








| 
Patients 
receiving 
services 
Primary diagnostic category ! 


Num-| Per- 
ber cent 











Ghote Bae ae eat on eee A 86 100 

Heart disease (410-443) _____________-_ 2 2 
Vascular lesions affecting central nerv- 

ous system, (330-334) __.---__.--_-.- 3 37 


Other cardiovascular disease (400-402, 

MAA AOS EOL) arte cane Se ee oe 2 2 

Malignant neoplasms (140—205)________ 6 7 

Diabetes mellitus’ (260). -22..-=.- 252 4 5 

Diseases of central nervous system 

(except vascular lesions) (340-357, 
1 


en eee ee ene eee ee Tae s 9 11 
Arinnintotw20—12 1 joo ote = ac oo wee 214 16 
Accidents (N800—N999) __._____.______ a2 14 
All other specified diseases (residual) - _- 45 6 











1 Includes only the primary diagnosis for which each 
patient was receiving services. Figures in parentheses 
are Sixth Revision, International List numbers. 

2 Includes 13 patients with rheumatoid arthritis and 
one with osteoarthritis. 

3 Includes 11 patients with fractures of the hip, pelvis, 
or lower extremities, and 1 patient with paralysis. 

4 Includes 1 patient in each of the following disease 
categories: disease of the respiratory system, digestive 
system disease, skin disease, disease of the bones or 
other organs of movement, disease of the genitourinary 
system. 


Table 7. Length of stay on program, patients served 
during Philadelphia Intensive Home Care Plan, 
calendar year 1952 








Average 

Num- | Num- |number 

Period on program ber of | ber of | of days 

patients) days per 

patient 

During study year 1952 1___- 86 |13, 589 158 
For entire time on program, 
up through April 15, 





SO Dat eEe ce 2 hs a he 86 |26, 002 302 
Interim periods spent in hos- 

pital during entire time on 

WPOOTAI ween tes USS 13 





635 49 





1 Does not include interim days spent in the hospital. 
2 The date of the field study of this program. 
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of these patients were not included in the above 
figures. 


Many of the 86 patients who received services 
during 1952 had been on the program before 
and remained after the study year. Their 
entire length of stay up to the date of the study 
was 26,002 days, or an average of 302 days per 
patient. Thirteen of these patients, or 15 per- 


Table 8. Discharges of patients from home care, by 
reason for discharge, Philadelphia Intensive Home 
Care Plan, calendar year 1952 





Num-| Per- 


Reason for discharge ber cent 














Lota St eter ened See 54 100 

No further need for home care_________ 34 63 

Referred to other agency or institution__| 12 22 

Death of patients st oe. ene ee 4 7 

Moved from area served______-_---__-_ il 2 
Service refused (by physicians or pa- 

TiCTib) eee eee ok oh eee ee eee 3 6 











Notre: This table does not include patients who 
were admitted to the hospital for a temporary stay 
and later returned to the home care program. In 
this program, patients admitted to the hospital for 
interim periods are not considered as discharged. 
During 1952, 8 patients spent interim periods in the 
hospital totaling 292 days, or an average of 37 days 
per patient. One patient was discharged to a nursing 
home during the year and later readmitted to the 
program. There were no other readmissions during 
1952. 


Table 9. Patients admitted to home care, Phila- 
delphia Intensive Home Care Program, April 1949- 
December 1952 











New ies Average 
Calendar year admis- a a monthly 

sions ee census ! 

Ota laos cae BA os es ha || AE 
April-December 1949____ 19 19 8 
196 Qe see ee 6 WS Fen 52 64 23 
‘| 95 Jae ee. ee eee 58 | 97 38 
LQ52:oF Serato 2 48 391 40 














1 As of end of each month. 

2 Does not include 1 patient readmitted to the 
program. 

3 This total differs from the figure for number of 
patients in 1952 shown elsewhere in this report. All 
other tables in the report were based on the 86 patients 
actually receiving some kind of services during 1952. 
In this table, the figure for total patients includes those 
patients who did not receive service but who were in 
the hospital for interim periods and who were expected 
to be returned to home care, and who thus were not 
discharged from the program. 
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Table 10. Types and number of services provided to patients, by diagnostic category, Philadelphia Intensive 
Home Care Plan, calendar year 1952 

































































Type of visit 
Total rare 
: = : tients 
Primary diagnostic Soh Med- fara 
caters cette ie Physi ical | Nurse 4) Nurs Physical Demipes Speech | ences? 
ie ‘YSI-| Clinie| con- | coordi- | ~. ry tional | thera: 
services } cian Sa tl pnatos ing eTaPy | therapy py 
ant 
Number 
All diagnoses_-___----- 86 651 10 63 78 |1, 566 1, 045 283 151 53 
Heart disease (410-443) _____ 2 Ae eee 2 2 31 Nel ee eee eee 
Vascular lesions affecting 

central nervous system 

(330-334) teense eee 32 230 0|beee== 20 31 306 485 LHF 144 16 
Other cardiovascular disease 

(400-402, 444-468, 754)____ 2 Oa seca 3 3 42 30 D LF | Soe bees 2 
Malignant neoplasms (140-— 
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Diabetes mellitus (260) ______ 4 25 1 2 3 20 59 ye Mere lake, ee 2 
Diseases of central nervous 

system (except vascular 

lesions) (340-357, 751) ____- 9 1 on a a 5 226 48 43 7 5 
Arthritis (720-727). = 25. 14 126 6 9 13 468 226 LIApi=e- oes 15 
Accidents (N800—N999) _-_ _- 12 43 1 8 11 166 99 19.| Senet ast ‘ 
All other specified diseases 

(PESiG ia] ote eee oe ate ee 5 Sy eee tes 6 6 54 20 y fs ee 6 

Percent 
Heart disease (410-448) _____ 2 alee 3 2 2 feck. oe) le cee lye ed ee 
Vascular lesions affecting 

central nervous system 
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Diabetes mellitus (260) ______ 5 4 10 3 4 1 6 ie Ae ec 4 
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Arthritis (720-127). 2 16 19 60 14 hve 30 22 AQ 7 28 
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All other specified diseases 
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cent, spent interim periods in the hospital and 
then returned to the home care program for 
further care. Altogether, these patients spent 
635 days in the hospital for interim stays, or an 
average of about 49 hospital days per patient. 

Of the 54 patients discharged during 1952, 34 
(about 63 percent) were discharged because 
they had no further need for the specialized 
services of home care (table 8). Twenty-four 
of the patients in this group were able to resume 
activities of daily living under the supervision 
of their private physicians, while 10 patients 
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required some additional care either from their 
families or from the Visiting Nurse Society. 
Other reasons for discharge of patients were as 
follows: 12 patients, or about 22 percent, were 
referred to institutions or other agencies for 
further care; 4 patients died while on home care; 
1 patient moved from the home care area, and 
3 refused the services of home care. 

In this program, patients admitted to the 
hospital for interim periods and later returned 
to home care are not considered as discharged. 
During 1952, 8 patients spent interim periods, 
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Table 10. 


Home Care Plan, calendar year 1952—Continued 























Types and number of services provided to patients, by diagnostic category, Philadelphia Intensive 























Type of visit 
Total 
Primary diagnostic PaaRane Med- via 
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1 Only the primary diagnosis for which each patient was receiving services is used. 


are Sixth Revision, International List numbers. 


Numbers in parenthese 


2 Includes evaluation, family service, mental health, nutrition, occupational therapy, and physical therapy 


conferences. 


3 The number of these services was too small to be figured on a per patient basis. 


totaling 292 days, in the hospital, an average of 
37 days per patient. 


Developments Within the Program 


Services expanded greatly in the first 4 years 
of operation of the program. As the home care 
census increased, the time of the nursing co- 
ordinator was increased from half to full time. 
The staff of the Visiting Nurse Society was in- 
creased to allow the time of one full-time 
physical therapist and a half-time occupational 
therapist to provide additional services to home 
care patients. In 1952, a private speech ther- 
apist was obtained. Projected plans included 
changing the name from the Philadelphia Inten- 
sive Home Care Plan to the Philadelphia Home 
Care Program, and an arrangement with the 
Jewish Family Service to provide casework 
services to Jewish patients. 


By December 1952, 177 different patients had 
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been admitted to home care since the program’s 
beginning in 1949 (table 9). Although only 
19 patients were on the program during 1949, 
by 1951 there were 97 patients. 

In February 1953 staff was being obtained 
to extend the program to West Philadelphia, 
which has a population of 350,000 persons. 


Collection of Data 


A number of different records pertaining to 
home care patients and services were kept in 
this program. Patient record folders were filed 
separately for active and inactive patients. 
These folders contained identifying data, re- 
quests for services, and detailed reports of 
various services provided to patients, including 
private physician services. The activity file 
for active and inactive cases contained summary 
data on services provided to patients. Other 
records pertaining to patient services kept in 
the program included daily reports of visiting 
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nurses and physical therapists, daily call slips, 
authorizations for payment for specified serv- 
ices, a file of participating private physicians, 
and a patient logbook kept for each diagnosis. 

A monthly statistical report was compiled in 
the program showing a total number of patients 
under care during month, admissions, dis- 
charges, and amount of services. A summary 
was made each month of services provided to 
each patient and entered on the patient activity 
record. A cumulative summary was kept of 
the number of patients, by diagnosis for which 
they were receiving different types of services. 

Since this home care program provided sery- 
ices to a relatively small number of patients, 
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data were abstracted for all patients receiving 
services during the calendar year 1952. These 
data were readily obtainable from the activity 
file of patients. Supplementary information 
on housekeeping services, speech therapy, 
hospital equipment, and appliances was ob- 
tained from payment records. Data were not 
obtainable from the program records for X-ray 
and laboratory services and for the total re- 
ferrals and reasons for rejection of patients. 
Certain allied services, including equipment 
and supplies paid for by the patients were ob- 
tained through arrangements with other agen- 
cies. No record of these services was kept by 
the program. 


A Study of Selected Home Care Programs 


King County Hospital Extension Service 


Seattle, Wash. 


Origin of the Program 


In the Seattle-King County area, the King 
County Hospital System provides hospitaliza- 
tion to the indigent and medically indigent. In 
July 1952, on the recommendation of the Seattle 
Health and Welfare Council, the King County 
Hospital Extension Service was begun, with the 
following specific objectives: 

1. To provide better medical care for the 
chronically ill in the community. 

2. To achieve greater spread of the tax 
dollar. 

3. To provide practical educational experi- 
ence for medical and nursing students. 

Services available to patients in their homes 
included medical, nursing, and social services. 
Medications and medical supplies, laboratory 
tests, orthopedic appliances, hospital equip- 
ment, transportation, and home teaching were 
furnished when necessary. 

The home care program was financed by the 
State department of health, the agency that 
has the legal administrative responsibility for 
providing medical, dental, and allied services 
to the indigent and medically indigent in the 
State of Washington. 


Program July 1952—April 1953 


The information contained in this section of 
the report relates to the first 10 months of 
operation, July 1, 1952—April 30, 1953. Statis- 
tical data were abstracted for each patient from 
patient card files kept in the program. Addi- 
tional information was obtained from statistics 
already compiled by the program. Cost data 
were taken directly from the program account- 
ing records. 


- Administration 


The responsibility for the administration of 
the program was delegated by thef general 
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superintendent of the hospital to the medical 
director of the hospital, who devoted approxi- 
mately half time to the program. In addition 
to the director, the staff consisted of a part- 
time coordinator of nursing, two medical social 
workers, and a secretary. Medical care was 
provided to patients by fourth-year medical 
students from the University of Washington 
School of Medicine, under the supervision of 
the director of the hospital extension service. 

The coordinator of nursing devoted approxi- 
mately three-fourths time to the program and 
participated in program planning and policy 
formulation, in the selection and evaluation of 
patients for home care, and in medical educa- 
tion through informal, individual conferences 
and participation in case discussions. She 
was responsible for the nursing evaluation of 
the suitability of patients for home care and 
the coordination of the nursing aspects of 
patient care. Approximately one-quarter of 
her time was spent on teaching activities for 
the University of Washington. 

The two medical social workers (one em- 
ployed in August 1952, the other in January 
1953), participated in overall program planning 
and policy formulation, developed relation- 
ships with community social agencies, made 
social evaluations on all patients referred, and 
provided casework services to patients and 
their families. In addition, through formal 
and informal discussions, they participated in 
the educational programs for medical students. 

A car was owned and maintained by the 
hospital extension service for staff transpor- 
tation. 

Arrangements were made with other depart- 
ments within the hospital to provide the follow- 
ing services to patients: 

Medical consultant services in the out- 
patient department by the staff of the King 
County Hospital. 
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Medications listed in the hospital formulary, 
through the hospital pharmacy, at cost. 

Medical supplies through the hospital central 
supply at cost. 

Laboratory and other diagnostic tests proc- 
essed in the hospital laboratory. 

Hospital equipment and sickroom supplies 
through the hospital supply room. 

Ambulance transportation by the hospital. 

Arrangements were made with the Combined 
Nursing Services of the Seattle-King County 
Department of Public Health and the Visiting 
Nurse Service to provide nursing care to 
patients in their homes and to submit monthly 
progress reports on individual patients. Serv- 
ices were to be provided at a rate of $3 per 
visit. 

Arrangements were made with the Seattle 
school system to provide home teaching for 
children on an individual basis. 

Source of Funds and Costs of Services. <Ac- 
cording to available figures, $20,798.98 was 
spent by the program during the first 10 
months of operation. Details for the recorded 
cost items are shown in table 1. The largest 
single item was salary expense, which accounted 
for more than 58 percent of the total costs 


Table 1. Recorded costs of services provided by the 
King County Hospital Extension Service, July 
1952—A pril 1953 














Type of service Cost 

PLO tall. pee Mele aa ee ee aS tet $20, 798. 98 
Salaries IV le 2 See 5 eee eae SS 12, 044. 69 
Special services ?____- PEPE aes rae sate A ee 3, 081. 25 
Medical supplies and drugs 3____________- 375. 50 
Hospital equipment and appliances 3______ 788. 05 
iDransportation.t 2) ase) Ste eee eee 286. 33 
AULOMOLIVe 6QUIPMen toe eae ee ees 1, 678. 92 
Office supplies and equipment___________~_ 2, 544,24 





1 Includes monthly salaries of the following person- 
nel: medical director (half time), $500; chief medical 
social worker (from August 1952), $345; medical social 
worker (from January 1953), $340; stenographer, $235; 
and nurse (part time), $250. 

2 Virtually all of this expense was for visiting nurses 
at $3 per visit. 

3 These services were supplied at cost by the hospital. 

* Includes transportation of patients by ambulance 
and cab; mileage allowance for the medical director’s 
car averages about $17 per month; and gasoline for 1 
hospital car averages about $12 per month. 

5 Purchase of car for the medical director. 
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shown. It should be noted that these figures 
do not include laboratory tests, X-rays, physical 
therapy, and such overhead expenses as utilities, 
telephone, and space, all of which were provided 
by the King County Hospital. 

It must be remembered that the cash ex- 
penditures by the program had not stabilized, 
since it had been in operation for less than a 
year at the time of study. This was reflected 
in the figures showing cost per patient-days’ 
stay. For the first 6 months, July-December 
1952, the average cost to the program per 
patient-day was $2.75. For the next 4 months, 
January-April 1953, because of an increase in 
the number of patients served, the average 
cost per patient-day had fallen to $1.33. The 
cost per patient-day paid out of county hos- 
pital funds averaged $1.93 for the 10 months. 


Operational Policies and Procedures 


The policy of the hospital extension service 
was to provide care to selected indigent and 
medically indigent patients living in Seattle and 
referred from the wards of the King County 
Hospital. Persons whose incomes were no 
larger than the established budgets of the de- 
partment of welfare were considered to be 
medically indigent. 

With the exception of active pulmonary 
tuberculosis and severe neurotic syndromes, 
patients with chronic diseases were eligible for 
care. Patients were not accepted for care in 
the home until a diagnosis and plan for treat- 
ment had been made. 

Patients who were considered by the ward 
personnel as possible candidates for home care 
were referred to the home care department, 
where a medical, nursing, and social evaluation 
was begun. Medical suitability was determined 
by the director of the program. 

All patients considered medically suitable for 
home care were referred to the nursing and social 
service staff for evaluations. 

Criteria for Service. Patients were considered 
suitable for home care if they met certain 
criteria outlined by the staff of the program. 


The medical criteria were: 


1. Patient did not regularly require more 
than one visit a week by a physician. 
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2. Patient did not require intravenous injec- 
tions, oxygen therapy, or other procedures, 
which, in the opinion of the director, were more 
appropriately performed in the hospital. 

The nursing criteria were: 

1. The physical environment of the home was 
such that the patient could receive adequate 
care. 

2. The necessary sickroom supplies and 
equipment were available and procurable. 

3. The patient was willing to go home and 
there was a responsible member of the household 
who could be taught to provide the necessary 
care and who was willing to assume this re- 
sponsibility. 

Criteria for eligibility for social service were: 

1. The patient was medically indigent and 
lived in Seattle. (Financial information sup- 
plied by hospital business office.) 

2. The patient had a home in which to receive 
care. 


3. The patient wished to be cared for at home 
and the family attitudes and relationships were 
such that they were conducive to the patient’s 
welfare. 


4. If necessary, there was a person capable of 
assuming responsibility for the patient. 

Following the individual evaluations, a joint 
decision was made to accept or reject the patient 
for care in the home, and appropriate hospital 
personnel were notified of the decision. When 
services of community agencies were required, 
the case was referred by telephone and later 
confirmed in writing. There was interchange 
of information on patient care between mem- 
bers of the home care staff and personnel of 
other agencies. Methods used included records 
and written reports, telephone calls, informal 
conferences, scheduled staff conferences, and 
case conferences. 

Records. An individual cumulative case rec- 
ord was maintained for each patient. This 
record included a medical abstract from the 
hospital record, progress notes by the physician 
and summary reports and correspondence from 
community agencies participating in patient 
care. Social service records in summary form 
were maintained in a separate file. 


Conferences. Formal staff conferences were 
scheduled every week to discuss problems, 
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evolve policy, and plan for patient care. Staff 
from other agencies providing care to patients 
were invited to attend conferences at which 
patient care plans were discussed. 


Services to Patients 


According to records kept in the program, 
services were provided to 101 different patients 
during the first 10 months of operation of the 
program. This figure does not include three 
patients who were accepted for care but who 
did not actually receive any home care services 
during the period. Two of these patients were 
admitted for a day or two, and were then trans- 
ferred back to the hospital. One patient was 
admitted 2 days before the end of the period, 
but no services were provided during that time. 
The recorded amounts and types of services 
provided to patients by the program during the 
10-month period are shown in table 2. Detailed 
data on services provided by diagnostic cate- 
gory are given in table 3. 


Medical Services. Physician services to pa- 
tients in the home were provided by fourth-year 
medical students from the University of 
Washington School of Medicine under the 
supervision of the director of the program. 
The range of services included followup physical 
examinations, administration of medications, 
and collection of blood for routine laboratory 
tests. Patients requiring medical consultation 
and more complicated diagnostic or therapeutic 
procedures were brought into the outpatient 
department or were transferred back to the 
hospital. A total of 1,108 visits were made to 
the 101 patients during the 10-month period— 
an average of 11 visits per patient. Based on 
the average length of stay of 107 days during 
the period, patients were visited by the phy- 
sician on an average of about once every 
10 days. 

Nursing Services. Direct nursing care to 
patients was provided under the direction of the 
Combined Nursing Services of the Seattle- 
King County Department of Public Health and 
the Visiting Nurse Service. The services in- 
cluded such procedures as dressings, injections, 
irrigations, personal care, health instruction, 
and teaching members of the household how to 
care for the patient. Sixty-six patients, or 65 
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Table 2. Services to patients, King County Hospital Extension Service, July 1952-April 1953 
Patients receiving Average number of 
services visits — 
ae See Number 
Type of service aa Per patient 
Nara p t et receiving | Per total 
ber tae est! each caseload 
service 

Total patients receiving any service !___________- 101 100%) S83 ° ch eed ee, aa eee 
Physician 2202 ee a ea ee er oe eee oe 101 100 1, 108 1150 TO 
Nairsin g 22 sere en en eee eee een ie ea 66 65 1, 087 1650 10. 8 
Medical’ socialservice: see ee oe Ore ee eee See 12 12 (8) SN ee eee 
Clinic 4.2. 22S 5 pete ee pe LS Bee (ee Se 11 ib! 22 2.0 Ay 
Laboratory eee ae eee eee at ee ake 31 31 (3) 2! Bites Se el eee eee 
X=TB YS <P EE a rere ee eats LE 2 2 Nw Ale 4 32 bee es ees 
Medications and medical supplies__________________- 90 89 (3). > “|jieees re See 
Hospitalfequip ment ae ne eee eee eee 6 6 (@)- pepe. See ee es 
Applian Cég Meh Rie ELE ot el Pee a ieee seta) Pe ke 4 4 (3). ee ee SE Ses ee 
Visitin estes clin eee oy Serer ee ee ee eee 1 1 INE 3 A cone Se sea i eet Sep 
PGA eyviEs Meer (Oyereaio).. 2 Ie 2 Se ee ae ae Bt al et 44 44 IN Acs MIA 2 Sead es ree 

















N. A. Complete data not available. 


1 Does not include 3 patients who were accepted for care, but to whom no home care service was actually 
provided during the period. Two of these patients were admitted for 1 or 2 days, then were transferred to the 


hospital. 
time. 


1 patient was admitted 2 days before the end of the period, but no services were provided during that 


2 This figure includes patients who were visited in the home after they had been accepted on the program. 
All patients received social service during the evaluation, prior to acceptance. 
3’ The amounts of these services were not obtained since the variation in the units of service was too great for 


comparability. 


4 Includes visits to medical specialists in the elinic and physical therapy services. 


Norte: Only those services to patients that were recorded on 


shown in this table. 


percent of the total served by the program 
during the first 10 months of operation, received 
1,087 visits, or an average of 16.5 visits per 
patient. 

Social Services. Medical social services were 
provided by the two social workers on the home 
care staff. The range of services included 
evaluation of social suitability for home care, 
referral to community agencies, and direct serv- 
ices to patients and families. All of the patients 
were evaluated for social suitability and, in 
addition, 12 patients, or 12 percent of the total, 
received home visits following their acceptance 
on the program. Direct casework service was 
provided in situations in which emotional prob- 
lems centered around the patient’s illness and 
carein the home. In addition to the 12 percent 
of the patients receiving casework service, an 
unrecorded number of contacts were made 
with community agencies and with relatives 
and friends of patients in behalf of the patients. 
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patient summary cards kept by the program are 


Other Services. Medical consultation, physi- 
cal therapy, X-rays, laboratory tests, medica- 
tions and medical supplies, and hospital equip- 
ment were provided as needed by the hospital. 
The types and amounts of these services are 
shown in table 2. 


Characteristics of Patients 


Age, Sex, and Diagnosis. Of the total 101 
patients, 40 percent were males (table 4). Only 
4 patients were under 15 years of age; 84 were 
45 years of age or older, and 66 of these had 
passed the 65-year mark. 

Heart disease, accidents, and malignant neo- 
plasms ranked first, second, and third, respec- 
tively, as the primary diagnoses for which 
patients received services (table 5). These 
three disease categories together accounted for 
about 52 percent of all patients served. There 
were 21 patients with heart disease. Seventeen 
patients had accidental injuries, of which 12 


A Study of Selected Home Care Programs 


Table 3. Amount of various services provided, by 
diagnostic category, King County Hospital Exten- 
sion Service, July 1952-April 1953 












































Total Type of visit 
patients 
Primary diagnostic receiv- 
category 1 ing <3 per: 
any ba ey aed Clinic 
service 
Number 
All diagnoses- -_ 101 | 1, 108 1, 087 22 
Heart disease (410— 
Ay eee eee 21 224 179 12 
Vascular lesions affect- 
ing central nervous 
system (330-334) _ -_ 11 120 219 3 
Other cardiovascular 
disease (400-402, 
444-468, 754) _-_____ 7 BT Sale. 
Malignant neoplasms 
Ct40—205) ses 5 i 14 107 5 1.7 ae ee 
Diabetes mellitus (260)- 10 159 170 P 
Arthritis (720-727) ____ 7 107 S7 ria! 
Accidents (N 800-N899).. 17 160 109 5 
All other diseases _ _ - _- 14 174 df Al ss =, ee 
Percent 
Heart disease________- 21 20 iyi 1599} 
Vascular lesions affect- 
ing central nervous 
SYetelte seo see 11 11 20 13 
Other cardiovascular 
Gisensewe.— 42ES = Ane) 7 5 Bile ee ace 
Malignant neoplasms 14 10 LOR eee 
Diabetes mellitus_____- 10 14 16 9 
Arthritisee see. sso. 7 10 bel heh aE 
A ceidentsoes oon 222s - Aly 14 10 23 
All other diseases_-__-__ 133 16 1 Bae el fen aa 
Average number per patient 
All diagnoses -_-_|___-_-- le OMe Ones 0. 2 
Hearwdisceases —— tees LOes 8.5 .6 
Vascular lesions affect- 
ing central nervous 
SV SUC ere oe ee ae ee = GS 10.9 | 19.9 nS 
Other cardiovascular 
Uisense ea eee eee eS Set Rea e i 2 
Malignant neoplasms- _|---_---- 726 SiO Ret 
Diabetes mellitus-22 2522/2022" 15s Or li 0 ae 
ATLOricismmeees= f2 we oie ees Ole oe eee oe 
ACEIIGIIS eee, Se me yee 9. 4 6. 4 a} 
Alto thendiseases 2.2 1-6 ol 2 TQMALIE OSA vie 2 

















1 Primary diagnosis only is shown for each patient. 
Figures in parentheses are Sixth Revision, International 
List numbers. 
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were fracture cases. Malignant neoplasms 
were the primary illnesses of 14 patients. 

The fourth highest group of diagnoses was 
vascular lesions affecting the central nervous 
system. Eleven patients were being treated 
in this diagnostic group. In fifth place, dia- 
betes mellitus accounted for the diagnoses of 10 
patients. These 5 major disease categories ac- 
counted for 73 percent of the patients served. 

Of the 101 total patients served during the 
10-month period, 72, or 71 percent, were re- 
celving public assistance payments from the 
welfare department. 

Table 4. Patients receiving services, by age and sex, 


King County Hospital Extension Service, July 
1952-April 1953 





Both sexes Female 


Age (years) 








Num-| Per- |Num-| Per- |Num-]| Per- 
ber | cent | ber | cent | ber | cent 


























‘Totals 101 | 100 40 | 100 61 100 
indéryl.) esa 4 4 2 EN ae 4 3 
15-442 27. ok 13 13 3 7 10 16 
45-642.20 2 sit 18 18 9 23 9 15 
65 and over--_-_-- 66 65 26 65 40 | 66 

Nore: Median age for both sexes, 68.0 years; for 


females, 70.0 years; for males, 66.5 years. 


Length of Patient Stay. Since the program had 
been in operation for only 10 months at the 
date of study, all patients were newly admitted 
during the period and their lengths of stay 
would therefore be less than if the program had 
been in operation longer. The 101 patients re- 
ceived 10,792 patient-days of care. (This does 
not include the stay for the 3 patients who were 
accepted for home care but received no services 
during the study period.) 

The average length of stay of the 101 patients 
was 107 days during the 10-month period. 
About 40 percent of the patients were on the 
program for more than 120 days, or more than 
4 months (table 6). About 70 percent re- 
mained on home care for at least 61 days or 
more. 
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Referrals and Discharges. All patients re- 
ferred to the program were patients on the King 
County Hospital wards. During the 10-month 
period, 332 patients had been evaluated for 
hospital extension service with the following 


results: 
Number Percent 


Total patients screened_______-__- 332 100 
Patients accepteds2 eae. sa somes 1104 31 
Patients rejected ses aaa sa eres 217 66 
Special problems, pending_---_---- UT 3 


1 Includes 3 patients who did not receive any services 
during the period. 


Slightly less than one-third of the patients 
screened were accepted for home care. 


A special study of the reasons for rejection of 
patients was done by the program’s social 
service personnel. A 50-percent random sample 
was selected from the total patients rejected 
during the first 10 months of operation plus 
those still pending at the end of the period. Of 
114 patients in the sample, 44 percent were re- 
jected due to program policy on eligibility: 23 
patients needed housekeeping service, which 
was not provided by the program; 20 patients 
lived outside the geographic limits of the pro- 
gram; and 7 patients were financially ineligible 
(table 7). Social reasons accounted for 26 per- 
cent of the total, or 30 patients. Twenty-one 
of the rejections in this group were due to the 
family or the patient being unwilling or unable 
to accept home care. In seven of these cases the 
homes were unsuitable, and in two, the patients 
themselves were unsuitable because of severe 
emotional problems. Fifteen patients, or 13 
percent, were rejected because their medical 
condition changed after the time of referral. 
Nineteen patients, or 17 percent of the total, 
preferred other types of medical care to the 
home care plan. 

To obtain data on the total patients removed 
from home care for any reason during the 
10-month period of program operation, trans- 
fers of patients back to the King County Hos- 
pital must be included with discharges from 
the program. During the study period, 48 
patients were either transferred back to the 
King County Hospital wards or discharged at 
least once. 


Fifteen patients were removed from home 
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care two or more times during the period. 
Altogether there were 67 transfers or discharges 
(table 8). 

Thirty patients were transferred back to 
the hospital 41 different times. This comprised 
61 percent of the total times that patients 
were removed from home care during the period. 


Table 5. Patients receiving services, by primary 
diagnosis, King County Hospital Extension Service, 
July 1952-April 1953 











Patients 
served 





Primary diagnostic category! 


Num-| Per- 
ber cent 








‘Otalz=. = 2 tate Ee ees 101 100 





Heart disease (410—443)_____-________ 21 21 

















Arteriosclerotic heart disease and 















































coronary disease (420)________-__- 8 8 
Rheumatic heart disease (410—416)___ 5 5 
Other heart disease (421—443)________ 8 8 

Vascular lesions affecting central nerv- ; 
OUS/ Sy Sue 1(S50—c34) ee oe ee 11 il 

Other cardiovascular diseases__________ 7 7 
Rheumatic fever (400—402)_________- Py 2 
Other diseases of circulatory system 

(444-468 “ThA jos dee ose ee ee a 5 
Malignant neoplasms (140-205) ______ 14 14 
Diabetes mellitus (260)_____________ 10 10 
Arthritis? (720-727). ee eee ft 7 
Accidents ? (N800—N999)____________ LY, ily 

All other diseases... 2 ee eae 14, 13 
Tuberculosis (nonrespiratory) (010— 
SS a eg ee ee Pe 1 


Allergic, endocrine system, and met- 
abolic disease (240-254, 270-289) _ _ 2 2 
Disease of central nervous system (ex- 


cept vascular lesions) (3840-357, 

COL) oo ei one ee 1 1 
Diseases of respiratory system (470— 

$27) anes oe ee 3 3 
Diseases of digestive system (530- 

BST 056) oo oe ee 2 2 
All other diseases (residual)_________ 5 4 








1 Figures in parentheses are Sixth Revision, Interna- 
tional List numbers. 

2 Includes 5 patients with rheumatoid arthritis and 
two with other forms of arthritis. 

3 Includes 12 patients with fractures and 5 with other 
forms of injury. 


Nore: The diagnoses for the 4 children under 15 
years of age on the program were as follows: 2 with 
rheumatic fever, 1 with congenital heart disease, and 1 
newborn infant whose invalid mother was also on home 
care. 
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Table 6. Patients receiving services, by length of 
stay, King County Hospital Extension Service, 
July 1952-April 1953 








Patients served 
Length of stay 
(days) 

Number | Percent 

CoA es sep le Oia ge 101 100 

os (ELD) peat A Ripe ga aS a a 30 30 
Ti AY De ste sti le Ja I i em, 30 30 
erent SC) Su srreert (ee Sto bla 8 ler le li iy 
LS AL NS ge ee 23 2, 
meETCnO Vea ee 1 1 











These patients became too ill for home care, 
needed special procedures done in the hospital, 
or their home situation warranted transfer to 
the wards. In many instances, these patients 
were transferred to home care again after a 
short interim in the hospital. 

Other important reasons for discontinuation 
of home care were discharges of patients to 
the outpatient department or to private phy- 
sicians. Nine discharges made to outpatient 
departments and seven made to private phy- 
siclans comprise 24 percent of all removals of 
patients from home care. With the exception 


Table 7. Reasons for rejection of patients in sam- 
ple,! King County Hospital Extension Service, 
July 1952-April 1953 























Patients 
rejected 
Reasons for rejection aay 
Num-| Per- 
ber | cent 

Total patients in sample- ------- 114 100 
Patient needed housekeeping or attend- 

DAW STET BIN LO ee ann ee 23 20 
Patient lived outside geographic limits 

MeO Lad ae eee pee i 20 18 
Patient found financially ineligible for 

CH Ceeieeee nee eee eee SN 7 6 
Patient or family unwilling or unable to 

A ene Se Se Sa. 2 kre 21 18 
Home condition unsuitable for required 

DIGS. oS Se eS, ee ie 6 

Patient had severe emotional problems- 2 2 
Medical condition changed (improved, 

oy cc te a tD 13 

Patient preferred other medical care___- 19 17 








1 A random 50-percent sample of patients evaluated 
and rejected during the period or still pending at the 
end of the period. 
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Table 8. Transfers or discharges of patients from 
home care, King County Hospital Extension Serv- 
ice, July 1952-April 1953 


Discharges 
or transfers 








Reason for discharge or transfer 


Num-| Per- 
ber cent 














Total. .eee eee eee 67 100 
Transferred to hospitals 20356 2 eu 41 61 
Discharged to outpatient department___ 9 14 
Discharged to private physician_____-_- 7 10 
Died. Sesh ted ok aid eet ee eee 2 3 
Dropped) soa a ere 2 3 
Moved. eet anne ee er ees 1 2 
Reason for discharge not recorded____-_- 5 7 








1 Patients discharged because of lack of cooperation 
on the part of the patient or family, or for other reasons. 


Note: 48 patients were removed from home care 
at least once during the period; 15 of these patients 
were removed 2 or more times. 


of those patients who moved outside the area 
served by the program or who died at home, 
only about 10 percent of the discontinuations 
of patients from home care occurred without 
provision being made for further care. 

Since the program was new, data on dis- 
charges are not representative of what would 
happen after the program had been in operation 
for a longer time. 


Home Care and Professional Education 


Since its inception, the hospital extension 
service has been used for the education of fourth- 
year medical students at the University of 
Washington School of Medicine and for selected 
nursing students who were candidates for the 
bachelor and master degrees at the University 
of Washington. 


Medical Education 


The 74 students in the fourth-year class par- 


ticipated in the program. The educational pro- 


gram was established with the following 
objectives: 

1. To develop a home call technique. 

2. To learn by actual observation the course 
of one or more chronic diseases. 

3. To learn the interplay of physical and 


emotional factors in disease. 
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4. To learn about the work of various com- 
munity agencies. 

Each student was assigned a patient whom 
he followed throughout the year. The students 
were responsible for furnishing physician service 
in the home. They made periodic visits and 
were also available for home visits at all times 
upon request of patients. Approximately 2 
hours per week were spent by each student on 
the home care program. 

The students, with the approval of the 
medical director of the program, were also 
responsible for referrals for other kinds of serv- 
ice. Prescriptions for drugs were countersigned 
by the medical director. 

The medical director, who supervised student 
activities, was also clinical associate professor 
of medicine at the University of Washington 
School of Medicine. Supervisory methods in- 
cluded individual conferences after student 
visits, and visits by the medical director to 
patients’ homes unaccompanied by the students. 
These visits were made periodically to check on 
the status of patients, as judged necessary 
from student reports on the patient’s condition. 

In addition to conferences with the medical 
director, the students discussed the care of in- 
dividual patients with the public health nurse 
and the social workers at frequent intervals. 
The medical director met the students as a class 
four times a year to discuss home care. 

Approximately a third of the students used 
the information on their home care patients for 
social case study reports, a number of which 
were selected for presentation to the whole 
class as part of the course in public health. 


Nursing Education 


During the first 10 months of operation, nurs- 
ing educational experience in the home care 
program was limited to two selected nursing 
students from the University of Washington. 
One student for the bachelor’s degree, who was 


interested in chronic illness, spent 4 hours 


weekly for 11 weeks observing and participat- 
ing in planning for the care of patients in the 
wards of the King County Hospital and in the 
home care program. 

Another student observed in the home care 
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program as a part of a research project for her 
thesis for her master’s degree. 

The coordinator of nursing, who was adviser 
to these two students, planned for the observa- 
tion, for conferences with the medical social 
workers and physicians, and for the students’ 
participation in program activities. The edu- 
cational experience of these students was to be 
evaluated by the faculty of the University of 
Washington department of nursing education 
and the coordinator of nursing, and plans for 
extension of field work experience were to be 
dependent on this evaluation. 


Developments Within the Program 


The program began operation in July 1952 
with a staff composed of the director, a co- 
ordinator of nursing, and a secretary. Two 
medical social workers were added, one in 
August 1952 and one in January 1953. Pro- 
jected plans at the time of the study included 
the addition of a full-time medical assistant 
to the director, another medical social worker, 
and a secretary. 

The director hoped that the range of service 
might be expanded in the near future to include 
physical therapy in the home. 

Since the program had only been in operation 
for about 10 months at the time of the study, 
the general characteristics as portrayed by 
quantitative data were not yet stabilized. A 
picture of the growth of the program during its 
first 10 months of operation is readily demon- 
strated by the following monthly data showing 
the number of patient-days: 


Number 
1952 of patient 
Month: days 
JY hori eee ee ee 29 
AUIBUSt. 235 ee hes. 20.2 ee 258 
September 2b) erstssia a ae oe ee 617 
October nsec Se el ee 979 
Novembere a. eee en eee 1, 291 
December a2 ese a2 Bee ees 1, 370 
19538 
JADUATY OL 2sc. 5. soe ee 1, 344 
Hebruary': <7. o4e5 ea ee ee eee 1, 380 
Marchsi22 seine. Seles ee eee 1, 740 
WOT 2 222 52 Se eae ake 1, 784 
Lotalsc ou oh pase ae Se 10, 792 
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Collection of Data 


A visible card file contained identifying data 
on patients, diagnoses, admission and discharge 
dates, visits, and other service data. Cards 
for patients were filed in the following cate- 
gories: active patients, readmissions to the 
hospital, discharged patients, deceased patients, 
and candidates for hospital extension service. 
Patient record folders were kept in separate 
files for active and for inactive patients. Each 
folder contained detailed reports from the 
physicians who visited patients, as well as 
records of nursing referrals and orders. A rejec- 
tion file showed reasons for rejection of each 
patient. Separate bill files were kept on a 
monthly basis for nursing service, drugs, 
hospital equipment, and appliances. 

A weekly census list of patients on the hos- 
pital extension service was routinely compiled 
by program personnel. A monthly statistical 
report showed the number of patients on home 
care, admissions, discharges, patient days, and 
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total amounts of various services provided to 
patients. At the time of the study, the medical 
social workers were making a special study of 
the total costs of care, by diagnostic group, for 
all discharged patients. 


Since the hospital extension service was 
relatively small, it was decided to abstract 
information for each patient served. The data 
were readily obtainable from the visible card 
files on patients, with supplementary informa- 
tion obtained from other files and from the 
routine reports in the program. Because it 
was felt advisable to obtain data on patients 
and services for as long a period as possible, 
abstracts of patient records were made covering 
the period July 17, 1952—April 30, 1953. Since 
the hospital extension service was in process of 
growth during this period, the information ob- 
tained, particularly on costs and services, would 
not be representative of data obtained after 
the program had been in operation for a year 
or two. 
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University of Vermont Home Care Program 


Burlington, Vt. 


Origin of the Program 


The University of Vermont Home Care 
Program was established in 1925 by Dr. J. N. 
Jenne, dean of the College of Medicine at the 
University of Vermont. Services to patients 
began in 1927. The purposes of the program 
were to provide free care in the dispensary and 
at home to indigent and medically indigent 
residents of the city of Burlington, and to 
expand the clinical facilities available for the 
teaching of fourth-year medical students. 

Through an agreement between the City of 
Burlington and the College of Medicine, the 
responsibility for the administration and opera- 
tion of the program was delegated to the uni- 
versity. From its beginning, the program was 
jointly financed by the city and the university. 
Services available to patients at the dispensary 
included medical, surgical, pediatric, derma- 
tology and allergy, and mental health. Serv- 
ices provided in the home included physician’s 
services and, through community agencies, 
nursing services and limited social services upon 
request from the physician. Medications and 
medical supplies were available in limited 
amounts. 


Program 1951-52 


This section of the report covers services 
provided in the home during the fiscal year 
July 1, 1951-June 30, 1952. No attempt will 
be made to describe the clinic program. Sta- 
tistics and cost data were obtained fiom figures 
compiled by the program and from a 5-percent 
sample of physician’s home visits during the 
year. 


Administration 


The responsibility for the administration and 
operation of the program was vested in the 
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assistant dean of the College of Medicine. He 
devoted approximately one-tenth of his time 
to the home medical service and was responsible 
for the quality of medical care provided to 
patients and for the teaching aspects of the 
program. Direct medical services to patients 
were provided by a resident from the Mary 
Fletcher Hospital, one of the teaching hospitals 
of the College of Medicine. This resident was 
assigned full time to the home care service. 
The resident had a College of Medicine appoint- 
ment and served as preceptor to medical stu- 
dents during their assignment to the program. 

Medications and medical supplies that were 
stocked by the free dispensary were provided 
to patients in their homes. Additional medica- 
tions and supplies were purchased for patients 
by the public welfare agency and the Howard 
Relief Society. 

The following services were arranged for: 

1. Nursing services without charge through 
the Burlington Visiting Nurse Association. 

2. Social services without charg2 through the 
public welfare agency, Howard Relief Society, 
and the Catholic Charities. 

3. Hospitalization at the Mary Fletcher and 
the Bishop DeGoesbriand Hospitals. 

4. Transportation and ambulance service, 
through the police department. 

Source of Funds and Costs of Services. Since 
the home medical service was operated in con- 
junction with the free dispensary (outpatient 
clinic) and since many facilities were used 
jointly, the funds for operation of the two pro- 
grams were in one budget. For the fiscal year 
July 1951—June 1952, total funds of $26,803.04 
were used for operation of the free dispen- 
sary and home medical service. The City 
of Burlington provided $11,100 of this total; 
the remaining $15,703.04 came from the Uni- 
versity of Vermont. 
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The cash disbursements for operation of the 
home care program and the dispensary, ex- 
clusive of the mental hygiene clinic, during 
1951—52 were as follows: 


Toteal@ash expenses 2... $26, 803. 04 
URES 1 Ee re 11, 540. 00 


Director, (assistant dean of College of 


BePiOIne jaca eee ere ok 5, 095. 00 
Meenpericnry Nurse 220-2 kk 3, 045. 00 
OP Gh ee a 3, 400. 00 

OLS ee 2, 689. 00 
SEES 20 of BS 0 (i  r 900. 00 
ee sa ee 1, 789. 00 

Operating expense (drugs, surgical sup- 
plies, phone, rent, maintenance, and 
OMICGES Np PICS) ae eee Me Ee 12, 128. 04 

Purchased of equipment. 2... _2_...__- 446. 00 


Of the expenses listed above, the salary of 
the city physician ($3,400) can be applied en- 
tirely to home care, since he spent all of his 
time on this service. It was estimated that the 
director spent approximately one-tenth of his 
time working on the home medical service; 
thus, about $500 of his salary could be charged 
to home care. An undetermined proportion of 
the operating expense item would also be 
charged to home care. Cost figures were not 
available for certain services provided by other 
agencies in the community. ‘These services in- 
cluded nursing visits, laboratory tests, X-rays, 
social services, and transportation. 


Operational Policies and Procedures 


The policy of the home medical service pro- 
gram was to accept referrals 24 hours a day 
from any individual or agency in the community. 
Except for obstetrical, active pulmonary tuber- 
culosis, and mental cases, patients in all disease 
categories were accepted for care. However, 
in unusual situations, patients with mental ill- 
ness or active pulmonary tuberculosis were 
cared for in the home until another plan could 
be made. 

Calls for service were received through a tele- 
phone answering service and were relayed to 
the resident, who was responsible for providing 
service. 
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All persons requesting service were visited by 
the physician at least once. If they were found 
to be eligible for service, a plan for care was 
made. 

Individual cumulative medical records were 
kept. They contained such information as 
histories, summary reports from other medical 
facilities, physical findings, and medical progress 
notes. 

There were no formal conferences at which 
the physicians and representatives from com- 
munity agencies discussed patient care, but 
there were frequent informal conferences be- 
tween the physicians and the staffs of the 
nursing agency, the Howard Relief Society, and 
the public welfare agency. 


Services to Patients 


There was no record of the number of patients 
or of the services furnished to them other than 
medical services during the fiscal year 1951-52. 

Medical Services. Direct medical services to 
patients were provided by the resident and 
fourth-year medical students under the super- 
vision of the program director. 

The range of medical services included his- 
tories, physical examinations, uncomplicated 
diagnostic and laboratory procedures, dis- 
pensation of drugs, and administration of 
parenteral drugs. Revisits were based on 
patient needs. 

Patients requiring specialized medical con- 
sultation were admitted to one of the two Bur- 
lington hospitals. 

During the fiscal year 1951-52, a total of 7,212 
home medical visits were made to patients by 
the resident and the medical students. 

Nursing Services. Direct nursing services 
were available upon request through the Bur- 
lington Visiting Nurse Association without 
charge and in accordance with its usual policy. 
The range of services included such care as 
dressings, injections, irrigations, personal care, 
health instruction, and teaching members of the 
household how to care for the patient, and 
occasional assistance with such procedures as 
abdominal taps. 

Social Services. Financial assistance, child 
placement, and some counseling services were 
available to home care patients upon request 
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by the physician. The agencies providing 
these services were the Burlington Welfare De- 
partment, the Howard Relief Society, and the 
Vermont Catholic Charities. 

Other Services. Laboratory tests, X-rays, 
drugs, medical supplies, transportation, hos- 
pital equipment, and sickroom supplies were 
provided. Since most of the arrangements for 
these services were on an informal basis and no 
records were kept, it was impossible to obtain 
data on the amounts of services provided. 


Characteristics of Patients 


No record was kept of the number of different 
patients served in this home care program each 
year, nor were compilations made of the ages, 
diagnoses, or other characteristics of patients. 
There were on file records of approximately 
5,000 different patients who had received home 
care services at some time between 1946 and 
1953. It was estimated by program personnel 
that about 1,500 to 2,000 different patients 
were served each year, about 200 of whom were 
chronically ill patients who received a home 
visit by a physician at least once a week, plus 
additional services as needed. 

During the study, a count was made of ap- 
proximately a 5-percent sample of patients who 
had received home medical visits. It was 
found that, of 408 medical visits in the sample, 
118, or about 29 percent, were made to patients 
with chronic illness. 


Home Care and Professional Education 


The University of Vermont College of Medi- 
cine appointed a hospital resident from the 
Mary Fletcher Hospital to provide home med- 
ical care for a 6-month period. The resident 
was required to have at least 1 year of intern- 
ship and was selected from the residents in 
medicine. 

The resident, under the supervision of the 
director of the dispensary, was responsible for 
medical services in the home to indigent and 
medically indigent patients. He supervised 
the fourth-year medical students during their 
assignment to the service and, in addition, made 
rounds at the Mary Fletcher Hospital to evalu- 
ate and approve patients for home care. He 
also made weekly rounds at the City Poor 
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Farm, where he gave medical care 'to 8 to 10 
patients with chronic illness. He likewise 
visited public assistance recipients in nursing 
homes. 

The 44 students in the fourth-year class were 
assigned to the service for 2 or 4 weeks full time. 
Students with only 2-week assignments spent 
an additional 2 weeks with a general practi- 
tioner. Only two or three students were as- 
signed at any one time. The objectives of the 
training were: 

To gain experience with illness at home. 

To learn about types of illness not seen in a 
hospital or outpatient department. 

To obtain training in the management of 
patients with acute and chronic illness at home. 

To observe the effects of marginal living on 
health; 

To increase social consciousness. 

Each student was oriented to the program 
by the resident on the first day of his assign- 
ment. Students were responsible for accom- 
panying the resident on home visits, planning 
with the resident for the course of treat- 
ment, and making followup visits. Students 
were also responsible for following patients ad- 
mitted to the Mary Fletcher Hospital and for 
checking supplies and keeping the physician’s 
bag ready for use. 

In the future, it is planned to have the stu- 
dents attend the dispensary every afternoon 
during their assignment to the service. This 
will allow the students to see the patients who 
have been referred for outpatient service. 


Developments Within the Program 


During the first 20 years, the program was 
operated by having a local physician provide 
home medical services to patients and partici- 
pate in the teaching of medical students. 
This physician was employed by the College of 
Medicine of the University of Vermont. In 
1947, the plan was changed and a hospital 
resident was assigned for 1 year to provide 
care to patients and to assist the program 
director with the teaching and supervision of 
medical students. 

In the fiscal year 1952-53, the resident as- 
signments were for a 6-month period, but, 
beginning with the fiscal year 1953-54, the 
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resident assignments were to be for a 4-month 
period. 

The trend in numbers of home medical 
visits has been upward during the past 5 
fiscal years, from 4,796 visits in 1947-48 to 
7,212 visits in 1951—52 (see table). However, 
the number of home visits has always been 


Physician visits and costs of care, University of 
Vermont Home Care Program 











Physician visits Costs of 
dispen- 
Fiscal year a sary and 
ispen- home 
Total sary Home aes 
1947-4815 22 11, 065 6,269 | 4,796 | $24, 843 
1948-49_______. 13, 317 6, 811 6,506 | 22, 661 
1949-50____.__- 13, 738 8, 363 By oldu ob soe 
2950-51 oo 15,406 | 8, 062 7,344 | 27, 242 
1951—522_..-_-- 15, 151 7, 939 @; 212 26, 803 

















fewer than the number of dispensary (clinic) 
visits made each year. In 1951-52, about 700 
fewer home than clinic visits were made. 
The difference was greater in most of the 
preceding years. 


Collection of Data 


An alphabetical patient record file has been 
kept in this program and contains the names 
of all patients who have received home visits 
by a physician at some time since 1946, ‘These 
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records show data on visits by physicians and 
progress reports. A daily logbook is kept and 
shows the date of visit, name of patient, and 
name of physician. No separate records are 
kept of nursing visits, laboratory tests, X-rays, 
social services, or other services. These serv- 
ices are arranged for home care patients on an 
informal basis with other agencies, and it 
would be difficult, if not impossible, to collect 
numerical data on them. 

Routine monthly statistics kept in this pro- 
gram consisted of a count of home visits by 
physicians, tallied along with the patient’s 
visits to the dispensary. Cost data was kept 
jointly for free dispensary and the home medi- 
cal service, since many of the same personnel 
and facilities were used for both programs. 

No data were abstracted for individual pa- 
tients in this home care program. It would 
have been necessary to sort out needed data on 
patients from the physicians’ progress reports, 
a lengthy task not feasible in the time allotted 
for this study. Furthermore, since only data 
on physicians’ services would be available from 
these records, the data on all services to pa- 
tients thus obtained would be very incomplete. 

Figures for this study were obtained from 
data already compiled in the program. In 
addition, a tally was done of a 5-percent sample 
of home visits by physicians during a year, to 
determine the ratio of visits to chronically ill 
patients and visits to acutely ill patients. 
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Alameda County Tuberculosis Home Care Program 


Alameda, Calif. 


Origin of the Program 


The Department of Institutions of Alameda 
County, Calif., is responsible for the institu- 
tional care and treatment of indigent and 
medically indigent tuberculosis patients in the 
county. These patients receive care in three 
institutions: Highland—Alameda County Hos- 
pital, a general hospital, at Oakland; Fairmont 
Hospital of Alameda County, a’ chronic disease 
hospital, at San Leandro; and the Arroyo—Del 
Valle Sanitorium, at Livermore. 

The Alameda County Home Care Program 
for tuberculosis patients was established in July 
1949 by the Alameda County Department of 
Institutions to alleviate a shortage of beds and 
to reduce long hospital waiting lists. 

The purposes of the home care program ! were: 

1. “To assure adequate medical supervision 
for all tuberculosis patients on the county home 
care program. 

2. “To insure as far as possible free choice of 
physician by the patient and free acceptance of 
patient by the physician.” 

Services available to patients include medical 
care, medications, and medical supplies, X-rays, 
laboratory procedures, transportation, hospital 
equipment if needed, and, to a limited extent, 
nursing care and social services. 


Program 1952 


This section of the report is primarily con- 
cerned with a description of the program during 
the third year of operation (calendar year 1952). 


Administration 


Overall responsibility for administration of 
the home care program was delegated by the 
director of the department of institutions to the 
assistant superintendent of Fairmont Hospital. 


1 County of Alameda Department of Institutions: 
Care of tuberculosis patients in the home. Unpublished 
paper. 
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A medical board composed of the chief of the 
tuberculosis service, Alameda County Institu- 
tions, the superintendent of Arroyo-Del Valle 
Sanatorium, and three panel physicians ap- 
pointed yearly met as often as necessary to 
assist the director of the program in formulation 
of policy and in overall operation of the pro- 
eram. Specifically, their functions included 
promulgating regulations for medical treatment 
of the patient and maintaining a panel of ap- 
proved physicians to care for tuberculosis 
patients in their homes. 

Arrangements were made with the depart- 
ment of institutions to provide the following 
services: 

1. Social services by staff members of the 
medical social service department. 

2. Laboratory and other diagnostic tests. 

3. Medications and medical supplies at cost. 

4. Ambulance transportation for patients. 

5. Hospitalization in the appropriate facility 
as required. 

Arrangements were made with other individ- 
uals and agencies in the community to provide 
the following services to patients: 

1. Medical care by selected private physi- 
cians at the rate of $30 per patient per month. 

2. Nursing service by the local health de- 
partments and the local visiting nurse associa- 
tions. Nursing services were provided by the 
health departments without charge. The visit- 
ing nurse associations of Berkeley and Oakland 
were paid at the rate of $75 per month per nurse 
January-June and $135 per month per nurse 
July—December 1952 to provide nursing care in 
the home to all types of patients, including those 
with tuberculosis referred from the Alameda 
County Department of Institutions. 

3. X-rays in the home by commercial firms 
at scheduled rates. 

Source of Funds and Costs of Services. All 
funds used in this program were provided 
through the Alameda County Department of 


A Study of Selected Home Care Programs 


ee 


Table 1. Costs of providing services to patients, 
Alameda County Tuberculosis Home Care Pro- 
gram, calendar year 1952 











Type of service Cost 
URGy RTH It et Seas 2 ae ee a $15, 778. 37 
Payments to private physicians ?7_________ 14, 460. 87 
RnIrEMIBtrAnON Pe) fs 372. 50 
(SG eee es ee 945. 00 








1 Does not include additional administrative salaries 
and costs (particularly at Fairmont Hospital), overhead 
costs, or costs of nursing, medical social service, labora- 
tory, and drugs. : 

2 Payments at the rate of $30 per month per patient. 

3 Figured at a fixed percentage of administrative 
costs at Highland-Alameda County Hospital. 


Note: Average cost per patient-day during the year 
was $1.18 (based on 13,973 days divided into the 
available cost, $15,778.37). 


Institutions. The total identifiable costs for 
the home care program amounted to $15,778.37 
in 1952 (table 1). 

More than $14,000 of this amount consti- 
tuted payments to the private physicians who 
visited patients, at a rate of $30 per month 
per patient. The cost of providing X-rays 
($945) and a small amount for administration 
were allocated to the home care program. 
Many other costs of providing services to the 
home care patients were paid out of other 
budgets of the department of institutions, and 
could not be identified as home care costs. 
Among these items were nursing and social 
services, laboratory procedures, drugs, overhead 
costs, and additional administrative costs. 


Operational Policies and Procedures 


The policy of the Alameda County Home 
Care Program was to accept referrals of in- 
digent and medically indigent patients with a 
diagnosis of tuberculosis from the wards of 
the Alameda County institutions, including 
Highland and Fairmont Hospitals and Arroyo- 
Del Valle Sanatorium, and from waiting lists 
for admission to these three institutions. 

Patients were placed on the home care pro- 
gram by certification of the assistant superin- 
tendent of Fairmont Hospital. Certification 
was based on the following provisions: ” 

1. Determination of medical eligibility by 
the superintendent of Arroyo, for patients from 
that institution, and the chief of tuberculosis 


2 See footnote 1. 
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service for Fairmont and Highland Hospital 
patients. 

2. Determination of social and_ financial 
eligibility by the social service department of 
the Alameda County Institutions. Certifica- 
tion for continuing home care at county ex- 
pense was repeated at practical intervals. 

3. The health department, within whose 
jurisdiction the patients lived, investigated and 
certified those homes where conditions were 
adequate from a public health standpoint to 
permit the return of patients as home treatment 
cases. 

Except in unusual situations, all patients 
accepted for home care were required to spend 
a period of 6 weeks in a tuberculosis ward in 
one of the hospitals. This was done in order 
to initiate appropriate therapy and to teach 
the patient and his family the essentials of 
isolation and care at home. 

All patients accepted for care in the home 
selected a physician from the panel maintained 
by the medical board. This physician became 
responsible for the patient’s total treatment, 
and requested such services as he considered 
essential to the patient’s welfare. 

Records maintained for home care patients 
consisted of bimonthly reports from the panel 
physicians and communications from com- 
munity agencies. 

Conferences to discuss policy and problem 
cases were scheduled every 3 months. These 
conferences were attended by the assistant 
superintendent of Fairmont Hospital, the super- 
intendent of Arroyo-Del Valle Sanatorium, 
the chief of tuberculosis service at Highland 
Hospital, panel physicians, health officers and 
the supervisors of nursing from the various 
health departments, representatives of the 
medical social service staff from the three in- 
stitutions, and representatives from the welfare 
department. 

Weekly medical conferences were held to 
discuss the clinical aspects of selected tuber- 
culosis patients both in institutions and on 
home care. These conferences were attended 
by the residents and the visiting staffs of the 
hospitals and by the health officers. 


Services to Patients 


During the calendar year 1952, care was pro- 
vided to 93 patients with active tuberculosis. 
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Table 2. Patients served,! by age and sex, Alameda 
County Tuberculosis Home Care Program, calen- 
dar year 1952 





Sex 





Both sexes Male Female 


Age (years) 


Num-}| Per- |Num-| Per- |Num-| Per- 
ber | cent | ber | cent} ber | cent 





























‘Lotalaaees 93 | 100 47 | 100 46 100 
Under: 1) aaa 1 1 Kis (eS eS a 1 3 
15-443 ae 52 68 23 56 29 80 
45-6422 2 eee 17 22 ily 29 5 14 
65 and over_-_-_-_- 7 9 6 15 1 33 
Unknowneseoees 16 | () 6 | () Owe (4) 

















1 Does not include 2 patients who received only drugs 
through the program. 

* Percentages are computed exclusive of patients 
whose ages are unknown. 


Nore: Median ages: both sexes, 36 years; males, 43 
years; females, 31 years. 


Although the administrative plan provided for 
medical, nursing, and social services to patients 
in their homes, as well as medications, X-rays, 
and hospital equipment and supplies, no records 
were available to show the amounts and types 
of services provided during the study year. 


Characteristics of Patients 


At the time of the study (June 1953), there 
were 1,675 tuberculosis cases—active and in- 
active—in Alameda County, according to a 
register kept by the department of institutions. 
Only cases known to the department of insti- 
tutions were listed in this register, although 
there were other cases in the area. During 1952, 
the home care program of Alameda County 
Institutions provided services to 93 patients 
with active tuberculosis. Two additional 
patients received only drugs through the pro- 
gram. Of the total 93 patients, 52 were new 
admissions to the program during the year. 

Age, Sex, and Diagnosis. The age and sex of 
the patients on the program are shown in table 
2. There were no age data for 16 patients. 
Fifty-two patients (68 percent of those whose 
ages were known) fell in the age group 15—44 
years. Of the remaining patients of known age, 
one was under 15 and the rest were 45 years or 
older. Seventeen patients were 45-64 years of 
age and seven were 65 years and over. 
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Males and females were almost equally 
represented on this program, with 47 male and 
46 female patients. More males were in the 
older age groups. Eighteen men (almost 44 
percent of those whose age was known) were 
in the age groups 45 years and over. Only 6 
women (17 percent) were 45 years of age or 
older. This follows the general pattern of sex 
differences in incidence of tuberculosis by age 
group. 

The majority of patients on the program were 
in the moderately advanced stage of tuber- 
culosis (table 3). Fifty-eight patients (62 per- 
cent) were at this stage of infection. The 
smallest number, 12 patients, were minimal 
cases of tuberculosis. Twenty-three patients 
were in the far-advanced stages of the disease. 

Length of Patient Stay. <A total of 13,973 
patient-days of care were provided by this 
program during 1952. Some of the 93 patients 
were on the program for the entire year; others, 
for much shorter periods. The average length 
of stay was 150 days per patient. 

Many of the patients served during 1952 had 
been on the program prior to that time, and 
many were continued on home care subsequent 
to 1952. The total length of stay of this group 
of patients, including time prior to, during, and 
after 1952, amounted to 26,821 days. The 
average length of stay per patient was 288 days, 
or almost double the time for 1952. Thirty- 
nine percent of the patients were on the program 
for less than 180 days, or about 6 months (table 
4); 33 percent were on the program for approxi- 
mately 1 year or longer. 

Discharges. Sixty different patients were dis- 
charged from the home care program during 


Table 3. Stage of infection in patients served! on 
the Alameda County Tuberculosis Home Care 
Program, calendar year 1952 





Patients served 
Stage of infection 
Number | Percent 





‘Total patients. 020.4 eee 93 100 
Manin al ha. Se oe ee 12 13 
Moderately advanced____________ 58 62 
Hatiadvyanced 25) ne sare ae 23 25 








1 Does not include 2 patients who received only drugs 
through the program. 
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Table 4. Patients receiving services, by total length 
of stay on the program, Alameda County Tuber- 
culosis Home Care Program, calendar year 1952 





Patients served 





Length of stay (days) ! 
Number | Percent 





Otis ae. See ee ee 93 100 
UCGPSIS RelA wd BESO ol i Da 36 39 
SOOO ae ieee. cy cere eT, 26 28 
CLAUSE OES seot eke ees Sa ee 20 22 
Dy ALD. ae eg ta lal te 6 6 
MeORATIGTOVED: 2 oe yee a FS 5 eS 











1 Total length of stay of patients as of May 31, 1953, 
at which time 22 of the total patients served during 1952 
were still active. The total length of stay was thus 
not complete for this group. For the 93 patients, total 
patient-days as of May 31, 1953, were 26,821. The 
mean length of stay was 288 days; the median, 213 days. 


Table 5. Reasons for discharge from home care, 
Alameda County Tuberculosis Home Care Pro- 
gram, calendar year 1952 

















Discharges 

Reasons for discharge 
Number Percent 
hotale@eeer oo eo 61 100 
SLORCT tC see emer. Le Re 45 74 
FROEROSPILAla ee ett es eee 9 15 
fo privateiphysician «__) 22222. 2 3 
IDES I ee 2, 3 
Moyedroutior area 2 eee 1 2 
Unknowmereason= 2:2 0222505 2.2! 2 3 














Nore: 60 different patients were discharged during 
1952; only 1 patient was discharged twice during the 
year. A total of 14 patients were readmitted once to 
the program during the year; 7 of these were patients 
who had been discharged earlier in the same year; and 
Mose 7 had been discharged in the previous year 

1 


1952. The total of 61 discharges is accounted 
for by the fact that 1 patient was discharged 
twice during the year. The largest number of 
discharges (45, or 74 percent of the total) were 
patients able to attend the clinic for further care 
(table 5). Nine patients were discharged to the 
hospital for needed care or procedures; 2 pa- 
tients were released to the care of a private plysi- 
cian; and 2 died while on the home care program. 

Of the 60 patients discharged during 1952, 7 
were readmitted to home care during the same 
year. Four of these patients were readmitted 
after an interim stay in the hospital and 3, after 
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a term on clinic care. In addition, there were 
7 patients readmitted to home care during 1952 
who had been discharged during the previous 
year, making a total of 14 readmissions to the 
program in 1952. 


Developments Within the Program 


There have been no major changes in the ad- 
ministration and operation of the program since 
it began operation in July 1949. 

The program started with 26 patients served 
during the first 6 months of operation (July— 
December 1949). The highest number of pa- 
tients (127) were served during 1951. 


Number 
patients 

Year served 
July-December 1949 (6 months)__________-__-_ 26 
LOGO aes Sea See See ess Soe pene ee ee ee 118 
LOD Le te, Scere at ok ee hee eee Ane ae Wea OE 127 
1:5 2 Siete ard Warts Caan Pines es eines pepe mn ct Pe 193 


1 Does not include 2 patients who received drugs 
only. 


Collection of Data 


Patient record folders were kept for each home 
care patient in the medical record library at 
Fairmont Hospital, the county chronic disease 
and custodial institution. The following records 
were kept in each folder: medical authorization 
for home care; notification of discharge from 
hospital; summary of patient’s hospital record, 
including identifying data; and bimonthly prog- 
ress reports from visiting physicians. Separate 
card files of home care patients and physicians 
were kept at the Highland-Alameda County 
Hospital by the office manager for Alameda 
County Institutions. Admission and discharge 
data on patients were kept in these files. 

No routine statistics were compiled by this 
home care program. Since the program was 
relatively small, it was decided to make indi- 
vidual abstracts of patient data for purposes of 
this study. The data on admissions, discharges, 
and length of stay were obtained for each pa- 
tient from the card files. Data on age, sex, and 
diagnosis were obtained from the record folders. 
The amounts of various services provided to 
home care patients were not abstracted, since 
these data were very incomplete for some serv- 
ices and not available for others. 
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Programs of Home Care in Social Agencies 


The descriptions of the programs of the Benjamin Rose Institute 
and the Chicago Welfare Department are included in this report, not 
because they are primarily concerned with home medical care but be- 
cause they provide such services as an integral part of their programs 
and thus meet the total needs of their clients. 


The Benjamin Rose Institute 


Cleveland, Ohio 


The Benjamin Rose Institute is a private 
social agency which was established in 1909 
from a trust fund set up by the will of Ben- 
jamin Rose, who bequeathed his estate to be 
used for the care of older people. The purpose 
of the institute is: ‘“To grant assistance to older 
persons in trouble and in need, in such a way 
as to help them maintain their self-respect and 
place in the community.” 

Women over 60 and men over 65 years of 
age who are Cleveland residents and of Anglo- 
Saxon origin are eligible to apply for care. 
Applicants are accepted only after a careful 
analysis of their social and economic needs and 
only when it is determined that their needs can- 
not be met through other community resources. 
Some of the clients accepted by the institute 
are not primarily in need of financial assistance 
but are in need of other services provided by 
the institute, such as counseling, casework 
services, medical care, or nursing home place- 
ment. 

The institute is administered by an executive 
director who is responsible to a board of 15 
women, as stipulated in the Rose will. 

From 1909 to 1929, the institute’s program 
consisted chiefly of providing financial assist- 
ance to its clents. However, in the early 
1930’s, the program began to broaden in an 
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effort to meet the total financial, health, and 
social needs of its clientele. The nucleus of 
the institute program today is a staff of social 
caseworkers who are responsible for evaluating 
client needs and for coordinating institute and 
community resources to meet these needs. 

Since the present study was concerned pri- 
marily with medical services provided to clients 
in their homes, this report does not include a 
description of the total program of the Benjamin 
Rose Institute. 

Because complete medical care was an in- 
tegral part of the total program for clients of 
the institute, any type of medical care needed 
was provided. In addition to hospitalization 
and institutional care, a plan fer providing 
services to clients in their homes was inaugu- 
rated in 1940. Services include medical, nurs- 
ing, social casework, dental, and housekeeping 
services, physical and occupational therapy, 
and transportation. Drugs, medical supplies, 
appliances, and sickroom equipment are fur- 
nished as needed. 

The home medical service of the institute is 
administered by the executive director, with 
the assistance of a medical advisory committee. 

The institute’s first objective in treating the 
older person is prevention of disease. All ap- 
plicants undergo a physical examination to dis- 
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cover conditions—which may or may not be 
known to the applicant—and to apply treat- 
ment which may insure prolonged activity. 
This examination is given by one of the physi- 
cians from the panel that serves the institute. 
Patients who require treatment for any condi- 
tion are referred to the physician of their choice, 
provided that he is a member of a hospital staff 
and that he is willing to work within the limi- 
tations established by the institute. If a client 
has no private physician, he may select one 
from the panel maintained by the institute. 
Physicians are paid on a fee-for-service basis at 
the rate of $5 for a home visit. Except in 
emergencies clients are requested to secure prior 
authorization for care. 

Nursing services are provided by the Cleve- 
land Visiting Nurse Association; physical ther- 
apy, by the Rehabilitation Center; and house- 
keeping services, by the Family Service Associa- 
tion—all at scheduled rates. 

Prescribed medications are purchased from 
reputable pharmacies, which allow a discount 
to the institute. 

Transportation for patients is provided 
through the use of taxis and private ambulances. 


Characteristics of Beneficiaries 


Statistics and cost data shown for this pro- 
gram are for the calendar year 1952. They were 
obtained from abstracts of individual records 
and from data already compiled by the program. 

Two hundred and eighty-three persons were 
beneficiaries of the institute during 1952. 
Forty-three of these were new admissions, 31 
died, and 3 were discontinued as beneficiaries 
during the year. The remaining patients were 
on the program for the entire year. 

The average age of the beneficiaries was 
about 80 years. Only 68 persons, or 24 percent 
of the total. beneficiaries,were under 75 years of 
age. The same number, 68 persons, were 85 
years of age or older (table 1). About 92 
percent, or 259 beneficiaries, were women. 

It was not possible to differentiate, for 
statistical purposes, between those receiving 
so-called home care and those receiving other 
types of medical care. The data which follow 
pertain to the total caseload of the institute 
during the study year 1952. 
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About 91 percent of the beneficiaries were 
known to be under medical care for various 
types of illnesses. The existence of any illness 
was not known in the remaining 9 percent. 
Of the 257 beneficiaries being treated for illness, 
148 persons were receiving medical care for 1 
illness, 60 persons for 2 illnesses, and 40 persons 
for at least 3 illnesses. There were 9 benefi- 
ciaries known to be receiving medical care out- 
side the auspices of the institute, whose type 
or number of illnesses was not recorded in the 
program. 


Number Percent 

Total beneficiaries_________ 283 100 
Witheno illness Je sees Sees 26 9 
Onesillness2s 2223. Os oe a ee 148 53 
El woullnessesse5 aaa. ae eee ee 60 21 
‘ERhree ilinessegets oc toe ee eee 40 14 
Unknownsillnessest22 50 ees 9 3 


1 Beneficiaries with no illness for which they were 
known to be receiving medical care. 

2 Beneficiaries who were known to be receiving med- 
ical care through their own resources outside the 
institute, but for whom the types of illnesses being 
treated were not recorded. 


The types of illness found among the bene- 
ficiaries of the institute in 1952 are shown in 
table 2. Three diagnostic categories together 
made up about 49 percent of the total primary 
diagnoses of the beneficiaries. Heart disease, 





























Table 1. Beneficiaries on program, by age and sex, 
Benjamin Rose Institute, calendar year 1952 
Sex 
Age (years) Both sexes Male Female 
Num-| Per- |Num-| Per- |Num-| Per- 
ber | cent | ber | cent | ber | cent 
Totakaea— 283 | 100 24 | 100 | 259 100 
Underi602 == 14 UA as "oe PRL oo 14 1 
GO=64. 3-32 4 11 4 | 22 8 9 4 
65=/422 ee ee 53 19 4 17 49 19 
Vie et: Spee ae ae Lay 48 10 AQ 27 49 
S5=O4T ae 64 23 6 25 58 ae 
95 and over_-__-_- 4 1 1 4 iS 1 
Unknowns. 222 - 10 4 1 4 9 4 





























1 Includes 4 women who were invalids: 2, aged 51 
years; 1, 51 years; and 1, 38 years. 

2 Invalid husbands of women on the program. 

Notre: The average age of the beneficiaries was 
about 80 years. 
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Table 2. Beneficiaries receiving medical care, by 
diagnostic category, Benjamin Rose Institute, 
calendar year 1952 





Primary 
diagnoses 
only 


All diag- 
noses 


Diagnostic category 4 











Num-!} Per- |Num-) Per- 
ber | cent | ber | cent 














Total diagnoses_______ 257 | 100 | 397 100 


Heart disease (410—443)______ 48 19 72 18 
Vascular lesions affecting cen- 
tral nervous system (330— 


384) 2-5 Sees et ae 38 ey 43 ml 
Other cardiovascular disease 

(444-468) 22 ee Sees 19 7 31 8 
Malignant neoplasms (140— 

205) eee ee oe 8 3 TM 3 
Diabetes mellitus (260)_____- 10 4 12 3 
Anemias (290—293)_________- 3 1 9 2 
Psychoses and psychoneuroses 

(S003:3) Bere eee 7 3 10 3 


Diseases of central nervous 
system—exclusive of vas- 





cular lesions (840-357) _____ 8 3 8 2 
Diseases of eye (870-389)____| 14 5 36 9 
Diseases of digestive system 

(5302587) set ee eee 2 1 15 4 
Diseases of genitourinary sys- 

temn (590-657) 222 oe 4 2 6 1 
Arthritis and rheumatism 

C202 Iai) Petcare snow e 39 15 60 15 
Other diseases of bones and 

organs of movement (730-— 

CAD ee eee eon ee ee 6 2 7 2 
Accidents (N800—N999)______ 23 9 29 ts 
All other specified diseases 

(residual) -eeeee ae ee oe as 19 i 39 10 
Unknown diagnoses ?________ 9 4 9 2 

















1 Numbers in parentheses are International List 
numbers, sixth revision. 

2 Although these beneficiaries were known to be re- 
ceiving medical care, all of it was being obtained out- 
side the auspices of the institute, and no record was 
kept by the institute of the types of illnesses. 


which was the primary diagnosis of 48 persons 
(19 percent of the total) ranked first. Arthritis 
and rheumatism, the second highest category, 
accounted for the primary illness of 39 bene- 
ficiaries. Vascular lesions affecting the central 
nervous system ranked third, with 38 bene- 
ficiaries being treated primarily for this category 
of illness. 

The fourth highest primary diagnostic cate- 
gory was accidental injuries, most of which were 
fractures. ‘Twenty-three beneficiaries were be- 
ing treated for accidental injuries. Virtually 
all of the primary illnesses being treated among 
the beneficiaries were chronic in nature, as in- 
dicated by the categories shown in table 2. 
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Table 2 shows not only the primary diagnoses 
found among the beneficiaries, but also the sec- 
ond and third diagnoses. Although there were 
257 beneficiaries known to be under medical 
care for one or more illnesses, a total of 397 con- 
ditions were being treated in these persons. 
Heart disease again ranked first and was present 
as a primary or secondary illness in 72 of the 
beneficiaries. Arthritis, which ranked second 
as a primary or secondary diagnosis, was found 
among 60 beneficiaries. Cerebrovascular le- 
sions were being treated among 43 persons, and 
diseases of the eye among 36 persons. 

Of the 249 beneficiaries still on the program 
at the end of 1952, 153, or 61 percent, were 
living in a protected environment, such as a 
nursing home, boarding home, institution, or a 
residence home for the aged. One hundred and 
ten beneficiaries, the largest number in a pro- 
tected environment, were living in nursing 
homes (table 3). Ninety-six beneficiaries lived 
in their own homes, in apartments, or in rooms. 


Medical Services 


Although 91 percent of the beneficiaries were 
known to be receiving medical care during 1952, 
only 74 percent were receiving that care at in- 
stitute expense. Table 4 shows the number of 
beneficiaries receiving each type of medical 
service provided through the auspices of the in- 
stitute. One hundred and fifty-eight different 


Table 3. Living arrangements for beneficiaries of 
of Benjamin Rose Institute, as of December 30, 


1952 




















Beneficiaries 
Living arrangement 

Num-| Per- 

ber cent 
Total eee. faints ene Pores 249 100 

Living in own home, apartment, or 

TOOM Se. > AS EE NS Fe es 96 39 
Living in protected environment_____-_- 153 61 
Nursing homes. 22. os oleate eee 110 At 
Boarding homes: 2. kas tee eee 19 7 
ISelrOord Ouse = 520 see ee 10 4 
Braeburn House 1h) a2 ley ees ee 12 5 
(Oheloveve maeiehoeumboyase 2 2 1 











1 Residence homes operated by the Benjamin Rose 
Institute. 
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Table 4. Beneficiaries receiving medical care, by 
types of services provided, Benjamin Rose Insti- 
tute, calendar year 1952 





Beneficiaries 
receiving 
medical care 
Type of service 

















Num-| Per- 
ber! | cent 
Total beneficiaries_____..._._.- 283 100 

No medical care services ?_____________ 74 26 
Physician (home or office)_____________ 158 56 
MOQIBerVICGH A ke Sa se 283 100 
Nursing (home)... /._..._._-_ Sicha eet 34 12 
rrr aT ts rh Sh 36 i: 
Psychiatric consultation. _______..._.- 1 (3) 
RimniCmINIeraDye. to ow 2 
Occupational therapy________________- 1 (3) 
eer DOIN To fe 18 6 
RatmeeaeIe eee ee 151 53 
Special medical supplies______________ 21 ti 
eee eae ee 8 26 9 
Hospital inpatient care 4_______________ 9 3 
Ambulance or taxicab transportation 5__ 79 28 











1 Unduplicated count of beneficiaries receiving each 
service. 

2 Beneficiaries who received no medical care services 
through arrangements made by the institute. It was 
known that some of these beneficiaries did procure 
medical care through their own independent arrange- 
ments, for which they paid the entire cost themselves. 

3 Less than 0.5 percent. 

* Does not include 24 beneficiaries whose hospital 
care was paid from other funds. 

5 55 beneficiaries were provided ambulance service, 
and 49 had taxicab service paid for during the year. 


persons, or 56 percent of the total, were pro- 
vided with physician’s services. One hundred 
and fifty-one persons received medications. 
Ambulance or taxicab transportation was pro- 
vided to 79 persons, or 28 percent of the total 
beneficiaries. Varying numbers of beneficiaries 
were provided with many other types of sery- 
ices, including nursing, dental care, psychiatric 
consultations, physical therapy, occupational 
therapy, housekeeping services, and hospital 
care. They also received special medical 
supplies and eyeglasses. 


Source of Funds and Costs of Services 


During 1952, the institute budget included 
$18,350 for medical care. An additional $3,000 
was budgeted for housekeeping service, making 
a total of $21,350 available for these two 
categories. 
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The net cost of medical care for beneficiaries 
paid by the institute during 1952 amounted to 
$19,290.22. The average annual medical care 
cost for each beneficiary was $68.16. Although 
this figure included housekeeping service for 
beneficiaries, it included neither the cost of 
social service provided because of illnesses of 
beneficiaries nor the cost of administering the 
medical care program for them. In addition, 
it was known that a number of beneficiaries 
received all or part of their medical care through 
means outside the institute. The above cost 
figure does not, therefore, represent all medical 
care received by the beneficiaries during the 
year. 

Refunds for medical and hospital care from 
beneficiaries, relatives, and private agencies 
totaled $1,326.34 during 1952. Refunds from 
Aid for the Aged amounted to $709. Adding 
these refunds to the net costs paid by the 
institute would yield a gross cost of $21,325.56 
for medical care provided through the program 
during 1952. Detailed data on net costs of 
medical care paid by the institute are shown in 
table 5. 

Table 5. Recorded cost of providing medical care to 


beneficiaries, Benjamin Rose Institute, calendar 
year 1952 








Type of service Cost ! 

rotalwet ses pa eeee aes $19, 290. 22 
Physician visits (home or office)________-__ 2, 553. 04 
INUTsInN SevIsitss (DOM e) ees ae ees ete 2, 880. 90 
Dental carebs 22% = aware an St eh iy eee 997. 38 
Psychiatric consultation 22. 22 =o -- 15. 00 
Physical therapy and occupational therapy_ 142. 00 
Housekeeping seam weee 2) ieee ee eee So 2, 997. 35 
Medications tee sete.) mee fein oe ae 2 4, 540. 62 
Special medical supplies_________________ 134. 61 
B70: C1aSSes's 8 nee ba eee ye Na eee 368. 81 
ELospital Gare. 2a noes mere eee ae Ae 3, 887. 91 
P.Woe oe Va MOOR choo ee 772. 60 








1 Includes only those costs paid by funds of the 
Benjamin Rose Institute. It is known that a number 
of beneficiaries procured all or part of their medical 
care through independent arrangements, at their own 
expense, or at the expense of a third party. Also not 
included here are costs of medical care provided 
through arrangements of the institute, but where the 
cost was refunded by Aid for Aged or by other sources. 
(Aid for Aged refunded $709.00; beneficiaries, relatives 
and private agencies refunded $1,326.34 for hospital 
care and other medical care.) 

2 Includes both inpatient care and outpatient services 
such as X-rays and laboratory tests. 


Norn: Average annual medical care cost for each 
beneficiary was $68.16. 


107 


Collection of Data 


Although extensive home medical care was 
available to beneficiaries, when needed, it was 
impossible to differentiate completely, for sta- 
tistical purposes, between those receiving “home 
care” and those receiving other types of medical 
care. In the first place, the terms “admission to” 
and “discharge from’’ home care did not apply 
in this program. The beneficiaries received 
all types of medical care wherever needed— 
at home, in the doctor’s office, in a boarding 
home or nursing home, in a hospital, or else- 
where. Since medical service in the home was 
an integral part of the total medical care pro- 
vided, no clear-cut separation of patients on 
home care could be made; for example, would 


a single medical visit in the patient’s home be 
classified as home care, or a single nursing 
visit, or even two or three visits? And how 
would beneficiaries be classified who receive 
housekeeping service due to illness but little 
or no medical care through the institute? To 
make any distinction, it would have been 
necessary to set up an arbitrary definition 
of “home care” for specific use in this particular 
program, with obvious pursuant difficulties. 
Therefore no attempt was made to differentiate 
‘home care’ from other forms of medical 
care provided to each beneficiary. 

A record of the medical services provided 
through the institute was available in the 
beneficiaries’ ledger. Information on age, sex, 
diagnosis, and living arrangements were readily 
obtainable from social service case records. 


Chicago Department of Welfare 


Chicago, Il. 


Origin of the Program 


The Chicago Department of Welfare is 
responsible for providing general assistance to 
indigent residents of Chicago. Its program is 
designed to aid recipients in a manner that 
will conserve and develop human resources, 
create opportunities for self-development, and 
contribute to the general welfare of the indi- 
vidual, the family, and the community. This 
philosophy has guided the development of 
individualized case services, and has led to a 
steady increase in the scope and intensity of 
services available to recipients. 

The importance of health in overall plans 
has long been recognized by the department, 
and a comprehensive plan for medical care 
was organized in 1933. In addition to the 
medical care program, the department operates 
a convalescent home, and has responsibility for 
casework services, vocational counseling, train- 
ing and placement, home economics services, 
and services to children in foster homes and 
institutions. 
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The medical section of the department’s 
service bureau is responsible for— 

1. Determining the employability of appli- 
cants and recipients and establishing their work 
limitations, if any. 

2. Providing types of medical care not im- 
mediately essential to maintain life, but neces- 
sary to make a person physically able to 
support himself and his family; for example, 
dental care, medical appliances, eye glasses, 
and elective surgery. 

3. Providing medical and convalescent care 
to recipients who were acutely or chronically 
ill or who had been injured. 


4. Participating in the formulation of general 
assistance policies and procedures relating to 
medical care. 

In order to meet these responsibilities, the 
bureau has made arrangements to furnish a 
full range of services, including medical care, 
nursing care, medical social service, dental 
care, physical and occupational therapy, and 
such supplementary items as special diets and 
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prosthetic appliances. The arrangements pro- 
vide that such services may be given in the 
patient’s home, nursing or convalescent homes, 
outpatient departments, or in the hospitals, 
depending upon the needs of the individual 
patient. 


Program 1952 


Because this study was concerned primarily 
with medical services provided to patients in 
their homes, no attempt has been made to 
describe the total medical care program of the 
Chicago Department of Welfare, but only to 
outline the framework within which the home 
care is provided. All statistical and cost 
data were obtained from figures already com- 
piled by the program. 


Administration 

The medical service section was administered 
by a medical social worker administratively 
responsible to the director of the special services 
division of the department of welfare. In 
addition to the director, the staff of the medical 
services section included medical social workers, 
medical aides, nurses, physicians, and clerical 
personnel. 

There were four standing committees whose 
functions were to advise and consult with the 
director of the medical service on _ policy 
formulations and technical aspects of program 
operation. 

An Advisory Committee on Health and Med- 
ical Care met once every 2 months. This 
committee included such representation as 
physicians; dentists; nurses; hospital and clinic 
administrators; representatives of the taxpayer 
group, including a lawyer or business executive ; 
and a member to represent civic groups such 
as the League of Women Voters and the Parent- 
Teachers’ Association. 

The specific functions of this committee were 
as follows: 

1. To recommend to the commissioner of 
welfare general policies or procedures designed 
to improve the health and medical program. 

2. To advise and assist in coordinating the 
health and medical program with other com- 
munity activities in the field of health and 
medical care, and to promote sound community 
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planning in this field as it may affect, or be 
affected by, the health and medical program of 
the department. 


3. To consider applications from medical 
agencies in the community—particularly hos- 
pitals, clinics, and nursing agencies—for author- 
ity to participate in the program and to recom- 
mend to the department acceptance or rejection 
of each application. 





4. To advise on rates of payment for services 
of physicians, dentists, and nurses; for hospital 
and clinic care; and for drugs and other expendi- 
tures for the health and medical program. 


5. To consider questions which may arise 
regarding services provided by medical agencies 
or related to the administration of the program 
and to investigate such questions and make 
recommendations regarding disposition. 


A second advisory committee called the 
Medical Advisory Committee was appointed 
by the Chicago Medical Society and consisted 
of eight physicians who represented the various 
medical specialty fields. This group met once 
each month and served as medical technical 
advisers to the staff of the medical service 
section in maintaining standards of medical care. 
The committee reviewed reports on problem 
areas, made recommendations on fees in unusual 
situations, invited panel physicians to appear 
before the committee to discuss questionable 
medical practices, reviewed with the physician 
the policies of the medical society and the 
department of welfare, and, when considered 
necessary to protect the quality of medical care, 
advised that individual physicians be dropped 
from the panel. Individual members of the 
committee were available to answer technical 
questions between the regular meetings. 

There were two other standing advisory 
committees, one on dental care and one on 
drugs. These committees met when necessary 
to consider problems in their specialized fields. 


Services to Patients at Home 


The services provided to patients in their 
homes included medical service, nursing and 
social services, physical therapy, nutrition 
consultation, home teaching for children, home- 
maker service, selected laboratory procedures, 
medications and medical supplies, prosthetic 
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appliances, hospital equipment, and trans- 
portation. 

Arrangements were made with individuals 
and community agencies to provide all services 
except social service, nutrition consultation, 
and homemaker service. These were provided 
through the welfare department. 

Direct social services to patients were pro- 
vided by the casework staff of the Chicago 
Welfare Department. Medical social workers, 
assigned from the medical service to the various 
units of the welfare department, provided 
consultation to the casework staff. They 
interpreted patients’ medical social needs, 
arranged for medical care, and served as liaison 
between the casework staff and community 
health agencies. Psychiatric consultation was 
available to the casework staff through the 
services of a part-time psychiatrist. Nutrition 
consultation service and homemaker service 
were available through the specialized services 
provided by the welfare department. 

Medical services were provided on a fee-for- 
service basis by a roster of approximately 1,000 
licensed physicians who had expressed their 
desire to participate in the program. Recipients 
selected their physicians from this roster. No 
formal referrals were necessary. These physi- 
cians were approved by the Medical Advisory 
Committee of the Chicago Medical Society. 
Physicians were paid at the rate of $3 per visit 
for day calls and $4 per visit for night calls. 

Nursing and physical therapy services, as 
prescribed by the attending physicians, were 
provided by the Chicago Visiting Nurse Asso- 
ciation at the rate of $2 per visit, in accordance 
with their usual policy. 

Medications and medical supplies were pro- 
vided at scheduled rates by drug stores operated 
by pharmacists licensed in the State of Illinois. 
Recipients were free to use the store of their 
choice from among those that had an agreement 
with the department. 

Hospital equipment and sickroom supplies 
were provided on loan from the department’s 
convalescent home or, when necessary, purchased 
or rented through commercial supply houses. 
Necessary transportation was provided by pub- 
lic ambulances or by community ambulances 
and taxis at scheduled rates. 

Other services available to patients included 
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hospitalization as required, prosthetic appli- 
ances, and specialized relief grants to meet 
individual needs. 


Characteristics of Recipients 


During 1952, the Chicago Welfare Depart- 
ment gave some form of assistance to an aver- 
age of 29,021 persons per month (18,886 cases). 
Of this number, a monthly average of 24,695 
persons received general assistance; 4,083 chil- 
dren received foster care in children’s institu- 
tions or foster homes; and 243 adults were 
cared for in institutions, including the Chicago 
Welfare Department Convalescent Home, the 
Oak Forest Infirmary, and various hospitals. 

No data were kept in the department on the 
number of cases receiving medical care. Fur- 
thermore, home care was an integral part of the 
medical care program. For these reasons, it 
was not possible to obtain any statistics on 
home care in this program. The data shown 
here give some indication of the medical needs 
of recipients, of which home care is a segment. 

Of 13,713 cases opened for general assistance 
during the calendar year 1952, 4,346 cases, or 
32 percent, were opened primarily because of 
loss of support of the wage earner due to illness. 
This figure included only a few cases in which 
ilmess was a contributing, but not the major, 
cause of need. 

A student in hospital administration at 
Northwestern University made a special study 
of medical needs, using a 10-percent sample cf 
general assistance cases opened by the Chicago 
Welfare Department during September 1952. 
He found that within 3 months after date of 
opening, 92 percent of the cases in this sample 
had need for some kind of medical care. Dur- 
ing a l-month period (September 1952), 39 
percent of the sample were hospitalized. All 
the medical needs in these cases were being 
cared for by the Chicago Welfare Department. 


Costs of Medical Care 


During 1952, costs of medical care consti- 
tuted about 11 percent of the total obligations 
for assistance incurred by the Chicago Depart- 
ment of Welfare. This figure included all 
medical care to persons on general assistance, 
as well as costs of caring for persons in the Oak 
Forest Infirmary and for medical care provided 
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Obligations incurred for medical care, Chicago 
Welfare Department, calendar year 1952 








Per- 
Type of service Amount |cent of 

total 
UE OAN ee ep age Se $1, 971, 929 100 
| RYO GS ee 170, 722 9 
Bere CATO2 eee a Sn, 95, 314 5 
Besrioal Carers.) 2) So 800, 281 40 
Medical appliances____________-- 32, 256 | 2 
Convalescent home____-________- 234, 997 12 
Physician office visits !___..___.._ 50, 858 3 
Physician home visits ?__________ 61, 642 3 

Drugs (provided by physicians) ___ 959 (3) 

Home nursing service____________ 16, 948 1 
Drugs (direct from pharmacies) ___ 75, 570 4 
Miscellaneous medical 4__________ 83, 623 4 
Children’s division © 2— _-.. 202. 22, 663 1 
Mak Horest. Infirmary... =... 326, 096 16 











125,429 office visits at $2 per visit. 

2 20,423 home visits at $3 for day calls and $4 for 
night calls. 

3 Less than 0.5 percent. 

4 Mainly the services of the Medical Review Board, 
who made evaluations for employability. 

5 Services of the medical staff of the children’s 
division. 


by the children’s division of the welfare 
department. 
Detailed data on obligations incurred during 
1952, by type of medical care service, are shown 
in the table. The total cost of medical care was 
almost $2,000,000. The largest single cost 
item shown was for hospital care, which 
amounted to more than $800,000, or 40 percent 
of the total medical care obligations. It would 
be impossible to sort out the cost of “home 
care” from the total medical care items shown in 
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this table. Although separate figures are shown 
for medical and nursing visits in the home, all of 
this care could not necessarily be classified as 
“home care.” (For example, one isolated 
medical or nursing visit in the home would not 
be termed “home care.”) In addition, it is 
known that there were other types of services 
that were provided in the home, for which no 
separate figures were available. 


Collection of Data 


The home medical care program in the 
Chicago Welfare Department was operated as 
an integral part of the total medical care pro- 
gram, and no separate data on home care were 
available. There were no “admissions to” or 
“discharges from’? home care in this program— 
home medical care was provided when needed 
to any person receiving assistance. Care in the 
home may have consisted of one visit by a 
physician during the year or of continued and 
varied medical care services throughout the 
entire year. 

Separate records were kept in the medical 
division of the welfare department for all per- 
sons currently receiving medical care (many 
thousands at any one time). A special study 
could be set up to determine the types of 
patients served and the amounts of various 
medical care services provided during a specific 
period of time, but unless an arbitrary definition 
of “home care’”’ were made, such a study would 
still not indicate how much home care was 
provided to whom during the period, 
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Appendix 


Schedule A 
Characteristics of the Community Served by the Home Care Program 
Name of program Address Date of study 
I. Definition of area to be studied 


i 


III. 


IV. 


VII. 
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A. Exact geographic area served by home care program. (Accurately define area in terms of census tracts or 
other political subdivisions, if possible. Indicate also whether this area is coextensive with a hospital 
service area, a health jurisidiction, etc.) 

- 1. If the exact area served cannot be defined in census terms, describe the census area most nearly cor- 
responding. 

B. Total community within which the home care program is located. (This must be a census-defined area, 
but may consist of a city, an entire metropolitan area, a county, or a borough, as in New York City. This 
choice will depend upon which census area would be the best for purposes of comparison with the smaller 
area actually served by the home care program.) 


Age and sex distribution of the population (Source of data: U.S. Census) 


Age group Number in home care area, 1950 
and total community, 1950 by sex 

Total, all ages 

By 5-year age groups 

Unknown 


Description of the general socioeconomic characteristics 


A. Home care area B. Total community 


Area in square miles: Number of square miles Source of data 
A. Home care area 
B. Total community 





Longest distance in miles from home care administrative center to perimeter of home care area 
and longest travel time by car 


. Average annual income of families, 1950 (includes individuals who are not members of family units) 


Type of average 
Average annual income (Mean, median, etc.) Source of data 
A. Home care patients $322 es Dee eae on 
B. Home care area 
C. Total community 








Housing characteristics, 1950 (Source of data: U. 8. Census. The terminology used in this table is taken 
directly from census data on housing characteristics.) 


Home care area Total community 
A. Total dwelling units 
B. Total occupied units 








1. Ownership 
a. Owner occupied 
b. Tenant occupied 
2. Persons per room 
a. Number reporting this data 
b. Number with 1.51 or more persons per room 
C. Total dwelling units by state of repair and plumbing 
equipment 
1. Number reporting 
2. Needing major repairs or no private bath 
D. Average monthly rent or rental value 
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Schedule A—Continued 


VIII. Public assistance caseloads and payments, 1950 (Source of data: 





Type of assistance 








Number r 
of families alee 3 e 
or cases Pp 





Average monthly payment 





Per family or case 





A, Community, total 


i 
2. 


et Eee Otten ee 


General assistance 

Aid to dependent children 
a. Payments to children 
Old age assistance 


. Aid to blind 

. Aid to disabled 

. Other 

ome care area, total 


General assistance 


2. Aid to dependent children 


a> ore WwW 


a. Payments to children 


. Old age assistance 
. Aid to blind 

. Aid to disabled 

. Other 














IX. Availability of medical and health facilities in total community 


A. Are hospital beds readily available for all patients? 


B. Are beds in other facilities readily available for all patients? 


C. Are outpatient facilities readily available for all patients? 
D. What other medical, social, and health services are available? 


Public Health Monograph No. 35, 1955 


Per recipient 





If no, describe limitations. 
If no, describe limitations. 
If no, describe limitations. 
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Schedule B 


General Administrative Characteristics of Home Care Program 


ORIGIN AND DEVELOPMENT OF PROGRAM 


1 
ih 


HII. 


LY. 


Give a brief history of the early development of the program. 


Original objectives and philosophy of the program. 


Original administrative agency (organization originally responsible for the administration and operation of the 
program. Give name and type of organization). 


Date services to patients began. 


. Sources of funds for the original home care budget. (Give names and types of organizations or groups con- 


tributing.) 


CURRENT PROGRAM (to cover most recent fiscal or calendar year for which statistics and cost data are avail- 


able. 


Specify year.) 


I. Administrative structure of the home care program 


i: 


qe 
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Ay 


B. 
GC 


D. 


E. 


Administrative agency (organization currently responsible for the administration and operation of the pro- 
gram. Give name and type of organization.) 

Is home care a part of an organized medical care program? Describe 

Other participating agencies (organizations or groups of individuals providing financial support or patient 
services in home or elsewhere under formal or informal agreements) ; indicate by agency, the type of arrange- 


ment made with the agency (contract, individual arrangement, etc.), type of service or support (for list of 
services see part IV, A, also indicate where services are provided outside the home) and charge for services 


and basis (per visit, month, etc.) 

Secure or prepare a chart showing functional relationship of the home care unit to the administrative 
agency and to other participating agencies. 

If an advisory committee exists, indicate group interests represented. 


General groups eligible for services 
(Check appropriate types) 


As 


Hy Oo 





General public 
Members of specific organizations (specify name and type of organizations) 








Indigent 
Medically indigent (define) 
Other general group criteria (specify, e. g., specific hospital, etc.) 








Disease categories of patients accepted for care (check only one) 


A; 
De 


C. 





All disease categories 

All disease categories, but preference shown to certain diseases (list these diseases and state reasons 
for preference) 

All disease categories with specific exclusions (list exclusions, and state reasons why) 











Specific disease categories only (specify disease categories, and state reasons why) 
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Schedule B—Continued 


IV. Type and source of direct services to patients 





— —_ 


= 
bo 


13. 


14. 


15. 


16. 


Lge 


KOODOMNOMRWH 


A. Type of services 








Source of services 


If fee charged patients 





Home 
care 
unit 

(check) 


Other agencies 
(name and 
type of agency) 





. Medical 


a. Visiting physician 
b. Consultation 
Nursing 


. Social service 
. Physical therapy 
. Occupational therapy 


Nutrition 


. Speech therapy 


Health education 


. Home teaching 
. Housekeeping 
. Laboratory and other diagnostic pro- 


cedures (specify important types) 


. X-rays 


a. Diagnostic 

b. Therapeutic 

Hospital equipment (specify impor- 
tant types) 

Medications and medical supplies 

a. Medications 

b. Medical supplies 

Orthopedic appliances (specify im- 
portant types) 

Transportation 

a. Patients 

b. Staff 

c. Supplies 

e. Equipment, other 

Other services (specify) 











Amount and 
basis (per visit, 
etc.) 


Paid through 

home care 

unit? (yes or 
no) 














B. What services to patients are available on an “around the clock” basis and how are these provided? 


V. Personnel and agencies providing services to home care patients 


A. Personn 


program, covering the topics listed below. 
1. Home care staff positions 

2. Training and experience 

3. Duties and responsibilities 


B. Agencies providing a major portion of specific services to patients. 


each agency. 
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el on the home care staff. Fill out a separate Schedule BB for each personnel category used in the 


Fill out a separate schedule BBB for 
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Schedule BB 


Personnel on Home Care Staff (Year Period hy ot eee) 


Name of program 


I. Home care staff positions 


Personnel category 
(Physician, nurse, social worker, etc.) 








Number of 
Number of vacant po- 
filled posi- 8 sitions on 
ae ource and amount 
ees Ce Oise of salary** Administra- Technically ae jek 
2 taf ihe f tively respon- | responsible to: hich wone 
Position* if au ae sible to: (title | (title of person TT pears 
sae of person and and organi- 
Free fe se F organization) zation) Nee, 
Home Other 
cue tite care | _ageney cant eine 
budget (specify) 









































*Enter appropriate titles for each position (e. g., director, supervisor, consultant, senior staff, etc.) If the 
same status does not apply to person with the same position title, then fill out separate lines for each. 

**Hither salary range for the position or the present salary of the incumbent may be used, but should be 
so indicated. 

Nore: List students, residents, etc., if considered part, of staff, 


Il. Training and experience. (Use a separate sheet for each professional position on home care staff. If defined re- 
quirements or qualifications for these positions have not been set up, then outline the actual training and 
experience of the incumbents in the respective positions.) 

A. Education (general and professional). Indicate college or university, degree, field of specialty, and year of 
graduation. 

B. Professional work experience. Indicate title of position, years of supervised work experience, and years of 
unsupervised work experience. 

III. Duties and responsibilities—Give in detail the duties and responsibilities of each position. (Give details of 
services to patients, administrative duties, program planning, teaching, recordkeeping functions, ete. Indicate 
whether specific services to patients are performed in home or elsewhere. List any other professional positions 
held by incumbents.) 

Schedule BBB 
Agencies Providing a Major Portion of Specific Services to Patients 
I. Name and address of agency providing services to home care patients. 

II. Terms of agreement with home care program. 

III. Types of services provided by agency to home care patients and any adjustments made to provide these services. 

IV. Category and level of personnel providing services to home care patients—(includes the professional or non- 
professional classification of personnel and their positions on the staff.) 

V. If more than one level of a personnel category is used, what are the criteria for staff assignment? 

V1. Give in detail the duties and responsibilities of the agency for home care services. Give details of service tu 
patients and of administrative, teaching, supervisory, and other responsibilities. 
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Schedule C 


Operational Policies and Procedures 


Name of program Date of study 


i 


Tk 


III. 
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Information about referrals required by the home care program in addition to identifying data. (If a form is 
used, secure a copy, otherwise indicate kinds of information required.) 
(Check information required.) 


A. 
B; 


Admission of patients to the home care program 








Diagnosis C. Summary of therapeutic plan 


Other (specify) 


: 


Prognosis IBY. 








A. Describe procedures used for screening and evaluation of patients prior to their admission 


B. Personnel categories participating in the evaluation, and the criteria they use (check categories, and list 
criteria used by each). 











ike Physician 

2. Nurse 

3. Social worker 

4, Other personnel categories (specify) 





C. Decision to accept patient for home care (check one) 





ily. A joint decision (if so, give categories of personnel participating and means used for reaching 
decision) 
2. Decision of one person (give title of person) 





D. How is referral source informed of the decision? 


Provision of services to home care patients 
A. Allocation of staff to patients 
1. What is the administrative plan for allocating patients to specific staff members? 
2. Are staff assigned to specific patients whom they continue to serve? 
3. Describe the circumstances under which personnel who were in prior attendance continue to give 
services to the patients after they are admitted to the home care program. 
B. Description of planning conferences; indicate reasons for conference, regularity or frequency, personnel 
categories participating from (1) home care staff (2) other organizations 


C. Requests made to other agencies for services 


1. How are requests made to other agencies for services for home care patients? 
(Check methods used.) 








a. Written 
b. Verbal 
Cc. Verbal, but confirmed in writing 





2. What patient information, in addition to identifying data, is transferred to the other agency? (Check 
types of information.) 
Specific service requested from agency 
Diagnosis 
Prognosis 
Physician’s orders for patient care 
Nursing summary 
Social summary 
g. Other (specify) 
D. Records and reports (if possible, obtain samples of all record forms) 
1. Indicate types of records kept (check) 
a. Centralized patient records, including only services rendered by home care staff 
b. Centralized patient records, including services rendered by home care staff and summary 
reports from other agencies 


Cc. Other records (specify) 
2. If home care program is hospital based, are patient records transferable from hospita file to the home 

















moact  » 

















care file? 
3. Where are home care patient records filed after patient is discharged? 


E. Describe the plan for interchange of information on patient care within the home care staff and between 
home care program and the other agencies providing services. (Discuss methods used such as conferences, 


summary reports, telephone calls, etc., and the frequency of use.) 
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Schedule C—Continued 


IV. Discharge of patients from the home care service 


A. 


Personnel categories determining final disposition of patients, and criteria they use (check categories and 
list criteria used by each) 














il Physician 
2. Nurse 
3. Social worker 
4, Other personnel categories (specify) 
. Decision to discharge patients from home care program (check one) 
1. _____A joint decision (if so, give categories of personnel participating and means used for reaching 
decision) 
2. Decision of one person (give title of person) 





VY. Describe and give reasons for important changes in the administration and operation of the program since 
services to patients began and changes contemplated in the future 
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HOA Pe 


Hy 


. Objectives 

. Geographic area covered (present geographic area is described in schedule A) 
. General groups eligible for service 

. Disease categories eligible or preferred 

. Patient referrals 


1. Sources of referrals 
2. Procedures used 


. Admission procedures and criteria 
. Services to patients 


1. Range of services provided 
2. Allocation of patients 
3. Coordination of services 


Patient records 


I. Discharge procedures and criteria 


J. Size and composition of staff 


K: 
L. 


Sources of funds 
Other 
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Schedule D 


Education as a Function of the Home Care Program 


I. Is there a planned inservice training program for home care staff? If yes, describe the program. 


II. Is there a planned educational program directed toward securing community interest and participation? If 
yes, describe the program. 


III. Use of home care program by schools or colleges for formal teaching or training. (Fill out a separate section 
III of this schedule for each school or college and field of study, such as medicine, nursing, social work, etc.) 
A. Details of training program. 


me wD Re 


Oo OV 


~J 


12. 
13. 


14. 


15. 


. Name and type of school or college (secure copy of school or college catalogue). 

. Objectives in using home care program as an educational resource (secure formal objective, if available). 
. Date that the use of home care program as an educational resource was inaugurated. 

. Level of trainee: [Undergraduate (specify year), intern, graduate (specify year), etc. If more than one 


level in program, fill out a separate section I of this schedule for each level.] 


. Are all persons on this level assigned to home care program? If no, describe bases for selection. 
. Number of trainees in period to (most recent calendar, 





fiscal, or school year; specify which MA 
a. Total Me 
b. Greatest number at any one time 











. Length of assignment to home care program (specify Witter part time or full time). 
. Department or service assuming responsibility for trainees’ educational activities in this field. 


a. Name of department or service (if joint, so indicate). 
b. Describe relationship of this department to the school and discuss status of home care staff on the 
faculty. 


. Is there an orientation program for trainees? If yes, describe the program. 
10. 
lite 


Duties and responsibilities assigned to trainees. 

Supervision of trainees 

a. Person responsible for trainee’s actual performance of home care assignment (position). 

b. Supervisory methods used (e. g., conferences, field visits, etc.). 

On what bases are patients assigned to trainees? 

Does trainee prepare, as an assignment, a case report (or reports)? If yes, indicate information 
included. 

a. When and to whom are these reports made? 

b. How are the reports used? 

Are any changes in the present educational program planned for the future? If yes, give details, 
following preceding outline. Indicate how definitely each change is planned, approximate date it is to 
be put into effect, and reasons for change. 

What changes would those working in the program like to make in addition to those planned? 


B. Evaluation of training program. 


1 


2. 
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Has any study been made of trainees’ evaluation of program as educational technique? If yes, briefly 
summarize findings. 

Evaluation of program as educational technique by: 

a. Department or service responsible for trainees’ educational activities in this field. 


b. Home care staff. 


. Has any study been made of trainees’ attitudes, reaction to program, etc., after leaving school? If yes, 


briefly summarize findings. 


Indicate educational values for trainees of the home care teaching program that are not obtained else- 


where in the curriculum. 


Li9 


Schedule D—Continued 


III. Use of home care program by schools or colleges for formal teaching or training—Continued 
C. Administrative problems related to training program. 


1K 


Where the program is not set up primarily for training purposes, have any provisions been made to aug- 
ment home care staff to compensate for extra time required for teaching? If yes, describe such pro- 
visions. If no, are the services provided by trainees thought to compensate for the time required of the 
home care staff for their training? 

Are there any periods when trainees are not assigned to the home care program? If yes, do these periods 
create a problem for the home care program? If yes, what provisions are made to meet this problem? 
Legal status of trainee (indicate whether special status is conferred by State law or whether limitations 
are imposed by Medical Practices Act). 

Explanation given to patient of trainee’s position (include terminology used in referring to trainee in 
talking with patient). 

Patients’ attitudes toward having trainees render service. (If any study has been made of this question, 
secure copy of findings. If not, enter impressions of home care staff, and bases for these impressions.) 


IV. Other contributions made to formal and informal educational programs by individual members of the home 
care staff: Give position of home care staff member, type of activity and frequency (e. g., lectures, teaching 
of classes), name of group to which education is directed. 


V. Research studies completed, under way, or in planning stage (indicate which) in conjunction with home care 
program. Secure copies if possible. If not, describe briefly, including names of cooperating agencies. 
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Schedule E 
Statistical Report of Program Operation for Period from ________ to 


(Use most recent data available for an entire fiscal or calendar year. All data will cover this period unless otherwise 
specified.) ; 


I. Total number of patients admitted to service and patient days of care during past five years. (Indicate 
whether calendar or fiscal.) 


II. Total number of patients on service at end of each year. (Indicate whether calendar or fiscal.) 


III. Referrals and admissions during the year by source 


Number Number 


Source of referral referrals admissions 
Total referrals 


. Hospitals, inpatients 

. Hospitals, waiting lists 
Outpatient departments or clinics 

. Private health and welfare agencies 
. Public health and welfare agencies 
. Private physicians 

. Patients or relatives 

. Other sources (speeify) 




















HOQseoOn> 








IV. Number of referrals not admitted to home care program, by reason. 


V. Number of patients and visits to patients referred but not admitted to home care during the year 














Number of evaluation visits 
Number of 
patients 





Type of personnel 
Total In home /|In hospital 





A. Physicians 
1. Practicing physician 
2. House staff 
a. Intern 
b. Resident 
3. Medical student 
a. Third year 
b. Fourth year 
4. Consultant 
B. Nurses 
1. Visiting nurse association 
2. Health department staff 
3. Home care staff 
4. Other (specify) 
. Social workers 
1. Home care staff 
2. Other (specify) 
. Physical therapists 
. Occupational therapists 
Nutritionists 
. Speech therapists 
. Health educators 
Home teachers 
Housekeepers (hours) 
. Other types (specify) 


Q 


ASCO sy 
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Vii 


VII. 


VIII. 


IX. 
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Schedule H—Continued 


Admissions during the year by economic status at time of admission to home care 


Economic status Number 
Total admissions 


A. Relief status, total 
. General assistance _ 
. Aid to dependent children 
Old-age assistance 
. Aid to blind 
Aid to disabled 
. Other 
. Unknown 
B. Nonrelief status, total 
1. Medically indigent 
2. Other 


NOP wWNH 


Referrals, admissions, patients receiving care, and discharges during the year by age and sex 








A B C D E 
Age group* and sex -.,|Total patients 
Pie? Number at receiving : 
Referrals | Admissions} beginning homereare Discharges 





of year (B+C=D) 














A. Total, both sexes, and by 5-year age groups 
B. Males, total, and by 5-year age groups 
C. Females, total, and by 5-year age groups 




















*Aoe as of beginning of year. 


Referrals, admissions, patients receiving care, and discharges during the year by diagnosis for which home 
care is given. For each diagnostic category show referrals, admissions, etc. as in item VII. (Note: If 
data have been classified by diagnosis, use same classification and identify; if not, List C of the Sixth Re- 
vision of the International Lists of Diseases and Causes of Death, 1948, will be adapted for use in this 
study.) 


Patients on the program during the year, by pay status. 
Patients’ pay status Number 
Total 
A. No pay, total 
1. Payments by third party 
B. Part pay, total 
1. Payments by third party 
C. Full pay 


. Discharges from home care during the year, by reason 


Reason Number 
Total 
A. No further medical care indicated 


ee) 


. To outpatient department for further care 
. Readmitted to hospital, total 

1. Medical reasons 

2. Home unsuitable 


Q 


. To other institutions for continued care 
Death 
Against medical advice 


Qt my 


. Other reasons (specify) 
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Schedule E—Continued 


: 


XI. Number of patients and visits to patients on home care during the year 





Number of visits 
Number of 








patients 
Type of personnel Total In home In hospital 
Coy eae ee ae I ad Ce Os ||, 
Eval- P Eval- : Eval- F Eval- 2 
Mate Service ration Service atind Service uation Service 














A. Physicians 
1. Practicing physician 
2. House staff 
a. Intern 
b. Resident 
3. Medical student 
a. Third year 
b. Fourth year 
4. Consultant 
B. Nurses 
1. Visiting nurse association 
2. Health department staff 
3. Home care staff 
4. Other (specify) 
. Soclal workers 
1. Home care staff 
2. Other (specify) 
. Physical therapists 
. Occupational therapists 
Nutritionists 
. Speech therapists 
. Health educators 
Home teachers 
Housekeepers (hours) 
Other types (specify) 











Q 


RSMO 





























XII. Number of patients given other services and supplies 
Number of Number of 


Type of service patients services 
Laboratory and other diagnostic procedures 
X-rays 

. Hospital equipment (hospital beds, bedpans, etc.) 
. Medications and medical supplies 

. Orthopedic appliances (braces, shoes, etc.) 














Transportation 
. Other services and supplies (specify) 





Qettyaw Pp 


XIII. Statistics collected by the home care program 
A. What statistics are regularly. collected? 


B. How are these statistics obtained? 
C. For what purposes are the program statistical data used? (e. g., administration and program ae iannine 
etc.) 
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Schedule EE 


Abstract of Individual Patient’s Records 


Time period covered in study to 
(All data will cover this period, unless otherwise specified) 





I. Identifying data; name, address, patient number, birthdate, and sex. 


II. Final admission diagnosis (code, using International Statistical Classification of Diseases, Sixth Revision, 
1948. When care is given for multiple diagnoses, decision will have to be made as to which diagnosis to use 
for statistical purposes.) 

A. Primary (for which home care is given) 
B. Contributory 
C. Other (noncontributory) 











III. Source of referral Date of referral 
(Check one) 


























AG Hospitals, inpatients 
B. Hospitals, waiting lists 
C. Outpatient departments and clinics 
D, ___-__Private health and welfare agencies 
EK. Public health and welfare agencies 
ES Private physicians 
Cy Patients or relatives 
iel) Other (specify) 
IV. Disposition of referral (check appropriate one) 
A. Admitted to home care program Date of admission 
Be Not admitted (to be answered only if records on total patient referrals are available). Give reason, 


VY. Days of home care received during year 


VI. Was this patient a recipient of public assistance at time of admission to home care program? 
If yes, check category of assistance: 



































AS General assistance D. Aid to blind 

se Aid to dependent children E. Aid to disabled 

C. Old age assistance F. —_____-Other (specify) 
VII. Patient’s pay status at time of admission (check one) 

A. No pay Be Part pay C: Full pay 
VIII. If discharged from home care, show reason Date discharged 

(Check one) 

A. No further medical care indicated 

B. To outpatient department for further care 

C. Readmitted to hospital for medical reasons 

D,. _____ _Readmitted to hospital because home is unsuitable 

E. To other institution for continued care 





Rp Death 


1 
a. 


i. 


Against medical advice 





Other reason (specify) 
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Schedule EE—Continued 


IX. Number of visits to patient during the year 





Type of personnel 


A. Physicians 
1. Practicing physician 
2. House staff 
a. Intern 
b. Resident 
3. Medical student 
a. Third year 
b. Fourth year 
4. Consultant 
B. Nurses 
1. Visiting nurse association 
2. Health department staff 
3. Home care staff 
4. Other (specify) 
C. Social workers 
1. Home care staff 
2. Other (specify) 
D. Physical therapists 
E. Occupational therapists 
F. Nutritionists 
G. Speech therapists 
H. Health educators 
I. Home teachers 
J. Housekeepers (hours) 
K. Other types (specify) 



































X. Other services and supplies 


(Check if provided) 





X-rays 
Hospital equipment 
Medications and medical supplies 











Orthopedic appliances 








Transportation 


QM HOO > 





Public Health Monograph No. 35, 1955 


Other services and supplies (specify) 


Laboratory and other diagnostic procedures 


Total In home In hospital 
Eval- pot eee ee 
Tae Service its Service fp Service 
Number of 
services 
SO 
[= | 
| LIBRARY | 
YW, &y/ 
~ 
STITY 
_4 
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Schedule F 
Source of Funds and Costs of Services for Period from ________ to 


(Use most recent calendar or fiscal year for which data are available) 


I. Funds received and value of services used by home care program during period 


A. Funds received, total 
1. Balance of funds from previous year 
2. Income from organizations (list by amount) 
3. Income directly received from patients and families 
4. Income from other sources for services to specific patients 
a. Insurance, prepaid medical plans, ete. 
b. Welfare agencies, private charities, etc. 
B. Estimated value of personnel, other services, supplies, and space provided without charge to home care 
program 
1. By administrative organization 
a. Services for which actual value can be obtained 
b. Services for which value is estimated 
2. By other participating organizations (list by amount) 
a. Actual value 
b. Estimated value 


II. Funds expended and estimated value of services used by home care program during period 


A. Funds expended for homé care (same as JA) 
1. Direct services to patients (from ITT) 
2. Administrative and other expenses (from IV) 
3. Unexpended balance at end of year 
B. Estimated value of services used by home care program during period (same as IB) 
1. Direct services to patients (from ITT) 
2. Administrative and other expenses (from IV) 


IIT. Cost of direct services rendered to home care patients 








Value of services 
provided without 
Expenditures| charge to home 
Type of service Total | from home care budget 

care funds 


Actual | Estimated 





Total $ $ $ $ 
A. Personnel, total 
1. Physicians 
a. Practicing physicians 
b. House staff 
(1) Interns 
(2) Residents 
c. Medical students 
(1) Third year 
(2) Fourth year 
d. Consultants 
2. Nurses 
a. Visiting nurse association 
b. Health department staff 
c. Home eare staff | 
d. Other (specify) | 








3. Social workers 
a. Home care staff 
b. Other (specify) 
4. Physical therapists 
. Occupational therapists 


on 
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Schedule F—Continued 








Value of services 
provided without 
Expenditures| charge to home 
Type of service Total} from home care budget 

care funds 


Actual | Estimated 














A. Personnel, total—Continued 
6. Nutritionists 
7. Speech therapists 
8. Health educators 
9. Home teachers 
10. Housekeepers | 
11. Other (specify) 
B. Other services and supplies, total 
1. Laboratory and other diagnostic procedures 
. X-rays 
. Hospital equipment 
. Medications and medical supplies 
. Orthopedic appliances 
. Transportation 
a. Of patients 
b. Of staff 
c. Of supplies, equipment, and other 
7. Other services (specify) | 








> Ore CO bd 

















IV. Administrative and other expenses (indirect services) 





Value of services 

provided without 
Expenditures| charge to home 
Type of service Total} from home care budget 
care funds 


Actual | Estimated 











Total 

A. Program director 

B. Administrative staff (list positions and include educational 
supervision) 

C. Clerical staff 

D. Overhead (space, light, heat, etc.) 

E. Office supplies and equipment 

F. Other 








V. Describe methods used for obtaining figures in IV above 


VI. Total costs of home care services related to individual patients 
A. Are costs kept separately for each patient? If yes, describe how this is done, particularly for costs of 
services that are provided on a salary basis or are donated to the home care program. (Obtain copy of 
individual patient expense record, if available) 


B. Does the home care program make estimates of the cost per patient day? or per patient visit? If yes: 
1. Show the estimated average cost per patient day or per patient visit for each year such data are available, 
2. Describe methods used to obtain these figures. (Indicate whether costs of administration, overhead, 


and donated services are included.) 
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